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GUIDE TO READERS 


A report of this size and nature is not easy to study or peruse. Keeping in 
view the interests of different groups of persons, it may not be out of place | 
to offer a few suggestions about reading this report. For the use of top 
executives who are connected with policy formulation and planning of TB 
programmes an Executive Summary has been provided. They may also 
benefit from a perusal of Chapters 6 & 7, particularly Chapter 7. For those 
who would like to have more detailed information in a nut shell, a longer 
summary has been provided. At the other extreme, interested research 
workers and persons connected with field implementation of the TB 
programme and its evaluation could benefit from the detailed presentation 
in second and third Chapters. They could make use of the data presented 
to formulate hypotheses for operations research which are crucial for the 
success of the TB programme and its evolution to meet changes and/or 
variations in the situation in different areas. Persons interested in making 
comparison of the two districts in which the study was conducted may find 
Chapter 4 useful. The overall picture of Karnataka and rural-urban 
differences are presented in Chapter 5. Chapters 6 and 7 may be of 
interest to many types of readers who are interested in making the TB 


programme a SUCCESS. 


EXECUTIVE 
SUMMARY 


EXECUTIVE SUMMARY 


Study of behaviour pattern of chest symptomatics (CS) in’ the 
community is of great importance because efficiency of both case 
finding and case holding of TB under the TB programme is linked with 
this. Such a study (funded by WHO) was conducted in 1997 in Mysore and 
Raichur districts of Karnataka. Total study population was over 40,000. 
Comparison with 1991 census showed that the study populations were 


representative of rural and urban populations in the two districts. 


Non-sick households (HHs) in Mysore (25%) were double of that in Raichur. 
About 25% of population was sick. CS formed 1.2% - 1.4% in Mysore 
and 1.1% in Raichur. This rate was 1.7% in rural Mysore and 0.8% in 
urban Mysore. There was no rural-urban difference in Raichur. This rate 


was higher among males. Nearly 40% of CS were females. 


More than 90% of sick persons (SPs) and CS contacted some health facility 
(HF). While 78% of SPs contacted primary level HF, only 55% of persons 
with cough for more than three weeks did so. 


One third of CS took only one action, 28% two actions and 17% three actions. 
First action was taken within 15 days by about 75% of Mysore CS and about 
55% of Raichur CS. About 15% of Mysore CS and 25% of Raichur CS took 
action only after 30 days. Average interval between onset of symptoms and 
action by urban CS was more than double of that by rural CS. 


About 65% of CS had contacted private medical practitioner (PMP) for 
first action. Popularity of PHC was quite low (only 20% contacting it). 
Even for third action, about 45% of CS still contacted PMP. Vast majority 
(80% in Mysore and 95% in Raichur) contacted only general HF. About 50% 


Al 


of Raichur CS travelled less than 1 km compared to less than 10% of Mysore 


CS, for first action. 


PHC, which was expected to do sputum examination for all CS, had 
done so for only 1% of contacts made by CS. All HFs together had 
ordered sputum examination for only 23% of the contacts made by CS. Only 


for 64% of examined, results were told. 


In all 60 CS stated that they were told that they were suffering from TB. This 
- shows a case yield of 12% out of rural CS and 23% out of urban CS. None 
of these 60 cases were diagnosed by DTC. Overall, 47% were diagnosed 
during first action and 37% during second action. About two-thirds were 


diagnosed within 90 days of onset of symptoms. 


Averages for direct, indirect and total costs incurred by urban CS were all 
higher than those by rural CS. About 60% of all CS had not incurred any 
indirect cost, making direct cost the major component of total cost. 
Major component of direct cost was cost of medicines. Cost for 


consultation was far lower and cost of travel a poorer third. 


Influence of sex, age, family size, type of family, highest education level in 
HH, religion and caste and occupation on (a) prevalence of symptoms other 
than cough, cough and CS, (b) number of actions taken by CS, (c) type of HF 
contacted by CS and (d) cost were studied. Though some clear differences 
and trends were observed, particularly for age and highest education 
level in HH, no uniform patterns emerged. A study covering larger 
number of CS will clarify the situation. 


Vast majority of CS have symptoms because of diseases other than TB. 
Relief from these will reduce the number of CS. This and lack of uniformity in 


earlier studies with regard to definition of CS, type of investigators used, recall 
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‘period for symptoms and other aspects make comparisons with other studies 
inappropriate. Different studies show prevalence rate for all sickness varying 
from 10% to 40% and for CS from 1% to 18%. Proportion not taking action 
varied from 3% to 50% for all sickness and from 14% to 50% for CS. Lower 
percentages for the latter were generally from recent studies. This might have 
resulted from a steep increase in use of PMP from 10% to 60%. 


Comparison with other studies shows that the present study has covered 
many more aspects and gives a more exhaustive picture of behaviour 
pattern of CS (and of persons with other symptoms), in rural and urban 
populations. 


With comparatively better availability of government HFs, Mysore CS 
had to travel longer distances to get fewer cases diagnosed and that too 
after longer intervals from onset of symptoms. This could lead to a 
paradoxical conclusion that having better availability of government 


HFs is a serious disadvantage for CS. 


Present study has not only confirmed that the major burden of providing 
curative services is borne by PMPs but has also shown that this could be 
as high as 67%. This poses a serious problem because PMPs make clinical 
diagnosis of TB without examining sputum. They should be made aware 
that both (a) wrong diagnosis and (b) improper anti-TB treatment are 


social crimes. 


PHC, the main pillar of the TB programme, was contacted by only 16% 
of CS. PHC, which was expected to examine sputum for all CS had 
ordered sputum examination for only 1% of contacts made by CS. Out 
of 60 cases reported in the study, only 3% were diagnosed by PHC (that 
too without sputum examination). Enquiries regarding cost incurred had 
revealed that CS had incurred cost for services by PHC. The myth of free 
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service at PHC is perhaps well known to all but bypassed in discussions 
regarding improvement of services. All these question the relevance of 
PHC. Either a complete restructuring of PHC to make it a real pillar for 


the TB programme or finding an alternative pillar is essential. 


Contribution of DTC to providing services to CS was almost nil even in 
urban areas, eventhough two of the four towns in the study had DTC. 
There was 40% reduction in the number of CS contacting DTC over a 
period of 10 years. None of the 60 cases reported in this study were 
diagnosed at DTC. The extremely low contribution by PHC to the services 
availed by CS is a sad reflection of the efficiency of DTC with regard to 
programme development and supervisory functions which are the sole 
responsibility of DTC. ICORCI had recommended about 10 years back that 
the programme development and supervisory functions of DTC may be 
handed over to a Deputy Chief Medical Officer of Health of the district. There 
is an urgent need to reconsider this recommendation in view of the 
further deterioration in these two functions as well as in providing 


services to CS leading to an almost total failure of DTC. 


None of the local leaders, social workers and NGOs had provided advice 
to CS. PMPs do not refer CS to DTC but diagnose without sputum 
examination. These are the groups who require health education now. A 
proper plan of action for this, adopting a contextual approach, is 
urgently needed. 


Voluntary efforts and community involvement in TB programme at lower 
levels were conspicuous by their absence. This is an area in which innovative 
ideas have to be encouraged from lower and middle levels who are more 
exposed to the realities. A Task force could be set up to start the 


necessary dialogues with these levels and to encourage innovative pilot 
studies. 
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¢ More importance has to be given to the type of operations research which can 
help to make the TB programme more efficient and effective and to evolve the 
programme further, all these in a contextual manner because of the diversity 
involved. Lack of uniformity in studies conducted so far requires that major 
institutions carrying out operations research in TB, ICMR and governments of 
India and concerned states and WHO meet and formulate guidelines etc 
for more uniform conduct of research. A change in approach and co- 
operative efforts are essential. About 10 years back, ICORCI had 
recommended that regional institutes for TB and chest diseases may be 
set up to carry out research, training, monitoring and evaluation in 
different parts of India and suggested an outline for research. These and 
the reasons which stood in the way of implementing this recommendation 
could be a good starting point for meaningful discussions and for 


formulating a contextual plan of action. 
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SUMMARY 


iF Study of behaviour of chest symptomatics (CS) in the community is 
of great importance because the efficiency of both case finding and 
case holding of TB are linked with this. World Health organisation 
wanted to have studies on this in rural and urban populations in different 
parts of India. The study in Karnataka was entrusted to the Institute of 
Communication, Operations Research and Community Involvement, 
Bangalore (ICORCI). 


2. The study was conducted in 1997 in Mysore and Raichur districts*, the 
former being representative of the three districts which are comparatively 
the best with regard to availability of government health facilities (HFs) 
and the latter being representative of the three districts which are 
comparatively the poorest with regard to availability of government HFs. In 
each district, two primary health centres (PHCs) and two towns were 
selected at random. In each selected PHC/town, random samples of 
villages/wards were selected to get population of 5,000 in each PHC/town. 


The total study population was about 40,000. 


2. Information was collected through group discussions in villages/town 
wards to study the profile of villages and towns and through interviews 
with adult members of each household (HH) to collect detailed information 


about HHs, sick persons (SPs) and CS. All CS were directly interviwed. 


4. Respondents, who furnished information to Field Investigators specially 
trained for the purpose, were mostly head of HHs (HOH) or his wife. Of 
the respondents, 75% (rural) and 50% (urban) in Mysore and 65% in 
Raichur were illiterate. About 70% of them were of age 25-54 years 


which has maturity and good memory. 


* Hereinafter, Mysore and Raichur are used for the two districts and not for towns by 
the same names. 


Bl 
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Comparison of age and sex distributions of the study population with those 
of rural and urban populations in 1991 census in the two districts showed 


that the study populations were representative of the two districts. 


illiterates were less in Raichur among both males and females. They 
were more in rural areas of Mysore. Age group 0-6 years, students and 
housewives together formed about 55%. In rural areas, 35% in Mysore 
and 19% in Raichur were engaged in agriculture and allied work. Among 
rural females in Mysore, 37% were housewives compared to 57% in 
Raichur. Among urban females 50% in Mysore were housewives 


compared to 60% in Raichur. 


While percentage of SC/ST HHs was slightly less in Mysore, that of BCs 


were more than double of that in Raichur. 


About 55% were nuclear families. They were more in urban areas. 
Households with CS (CS HHs) had more joint families. 


About 60% of HOH were illiterate. While illiterate HOH were more in rural 
Mysore (compared to urban), they formed the same proportion in rural 
and urban Raichur. Percentage with education upto SSC or more 
(SSC+) among HOH was least in CS HHs and highest in non-sick HHs 
with non-CS sick HHs in between. 


About 20% of HHs had only illiterates. This percentage in rural 
Mysore was double of that in urban Mysore. Percentage of HHs with 
highest education level of SSC+ was least in CS HHs and highest in non- 
sick HHs with non-CS sick HHs in between in Raichur and urban areas of 
Mysore. 
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13. 


14. 


15. 


16. 


Percentage of CS HHs steadily increased with family size, number of 
females in HH, number of persons of age 15+, number of females of 
age 15+ and number of children below 5 years (the last only in Mysore). 


Only 3% of HHs or less were without earning members. Those with 
one earning member was about 35% and with two earning members 30%. 
Average number of earning members was 2.5 for CS HHs, 2.2 for non-CS 
sick HHs and least (2.1 in Mysore and 1.9 in Raichur) in non-sick HHs. 
About 60% of HHs did not have any earning female member. 


About 6% of HHs had atleast one CS. This proportion was double in rural 
Mysore compared to urban Mysore. Non-sick HHs in Mysore (25%) 
were double of that in Raichur (12%). 


Proportion of HHs with at least one SP was 76% in Mysore and 88% in 
Raichur. Average number of SPs was higher in CS HHs compared to 
non-CS sick HHs. About 35% of HHs did not have a female SP and 
about 15% no SP of age 15+. Among CS HHs, 97% in Mysore and 99% in 
Raichur had only one CS. About 60% did not have a female CS. Sickness 


among females was less in CS HHs in rural and urban Raichur . 


About 25% of the population was sick at any time during last six 
months. Prevalence rate (PR) for all sickness was higher among 
females. PR for CS was 1.4% in Mysore and 1.1% in Raichur. While 
there was no rural-urban difference in Raichur, this rate was 1.7% in rural 
Mysore and 0.8% in urban Mysore. PR was higher among males. 


About 40% of SPs were in cough group (cough, upper respiratory 
infections and breathing problems) and 14% in diarrhoea group (diarrhoea 
and other digestive problems). While those in fever group (fever of all 
types) was less in Mysore, those in general problem group (with aches, 
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18. 


19. 


pains etc.) were more compared to Raichur. PR for cough group was 
generally higher in older age groups, this difference being larger 
among rural males. PR for fever and general problem groups were 
higher among females of all age groups, this difference being larger for 
the latter group. PR for diarrhoea group was higher in rural areas for all 


age groups. 


PR for cough (CO) and other symptoms (OS) was 5.8% and 16.6% 
respectively. These showed an initial decrease with age followed by 
a steady increase. Percentage having cough for more than three 
weeks increased with age. PR for CS and OS were least in large 


families and showed a steady decline with increase in education level. 


Duration of sickness in the four main groups mentioned above showed 
two peaks, one for symptoms for 1-7 days and the other generally for 
symptoms for 29 days or more (29+). The latter (most of which was 90+ 
days) probably indicates the start of chronic illness. This was negligible for 


fever group but higher for cough group. 


More than 90% of SPs contacted some health facility (HF), some 
more than once. Those contacting only primary level HFs were 55% 
(urban) and 71% (rural) in Mysore and 71% (urban) and 90% (rural) in 
Raichur. Those using primary and secondary HFs were more among 
CS. Hardly any one contacted District Tuberculosis Centre (DTC). 
Most popular HF was PHC in Mysore and PMP in Raichur. Most 
popular HF among CS was PMP. None of the CS contacted DTC, even 
though one each of the two selected towns in each district had a DTC. 
Use of primary level HFs steadily decreased with increase in duration of 
symptoms. While about 37% to 47% of those not taking any action had 
symptoms for 1-7 days, about 40% to 50% had been sick for 29+ days. 
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23. 


In CS HHs, 45% to 67% in rural areas and 52% to 68% in urban areas 
contacted PMP when someone was sick. Average distance traveled to 
contact PMP did not differ between rural and urban CS in Raichur (3 to 4 
km) but was about 3-times more in rural Mysore (13 km) compared to 
urban Mysore (4 km). Only 9% of CS HHs contacted both PMP and a 
health institution (HI) in Raichur compared to 21% in Mysore. Second 
preference for those contacting PMP was PHC in Mysore and general 
hospital (GH) in Raichur. 


Nearly 40% of CS were females. PR for CS steadily increased with 
age among males and females. Joint families had the highest PR and 
extended families least with nuclear families in between. While PR was 
higher among SC/ST in Raichur, both SC/ST and BCs had the same PR 
in Mysore. Other Hindus had the least PR. Illiterates had the highest PR in 
Mysore. In Raichur, PR increased with increase in education level. 


Unemployed had the highest PR among occupation groups. 


CS with cough alone formed less than 20%. Less than 20% had 
haemoptysis. Cough for more than 1 year was reported by 30% to 
50%. Average duration of cough varied from 30 to 40 weeks. Percentage 
of CS with chest pain decreased steadily with age in Mysore. CS 
without chest pain formed 41% in Raichur compared to 34.1% (urban) and 
24% (rural) in Mysore. Average duration of chest pain varied from 17 to 25 
weeks and that of fever from 9 to 20 weeks. Loss of weight was not 
reported by 60% in Mysore and 70% to 77% in Raichur. Average duration 
for loss of weight varied from 9 to 14 weeks. Night sweat was reported by 
23% to 40%. 


Overall, one action had the highest frequency (33%) followed by two 


actions (28%) and by three actions (17%). Average number of 


actions taken increased with duration of cough. No such influence was 
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25. 


observed for duration of chest pain. Age of CS appears to influence both 
“not taking action” and number of actions taken. Percentage taking action 
was highest for CS living in HHs with highest level of education of SSC+. 
Percentage not taking action was 18% among male CS and 10% 


among females CS. 


First action was taken within 15 days by 72% to 78% of Mysore CS 
and 55% to 59% by Raichur CS. About 15% in Mysore and 25% in 
Raichur took action only after 30 days. Average interval between onset 
of symptom and first action was less among rural CS (42 days in 
Mysore and 32 days in Raichur) compared to that among urban CS (94 
days in Mysore and 70 days in Raichur). This gap between rural and 
urban CS was reduced for second action. In Mysore, 30% had taken 
second action within 30 days and about 50% within 60 days. In Raichur, 
only 15% had taken second action within 30 days and less than 40% 
within 90 days. Average interval for third action was about 300 days. One 
third of rural CS and half of urban CS took third action after 300 
days. 


Primary level HFs were first contacted by about 70% of urban CS. This 
percentage was higher among rural CS (80% in Mysore and 94% in 
Raichur). The vast majority (60% to 70%) had contacted PMP for first 
action. Popularity of PHC among rural CS was quite low (only about 
20% contacting it). For second action, use of primary HF s was still quite 
high — more than 53% in Mysore and more than 66% in Raichur. Even for 
third action, more than 32% in Mysore and more than 48% in Raichur 
contacted primary HFs. Overall, about 45% still contacted PMP. For 
all the three actions, primary level contacts were more among rural 
CS and more often with PMP than PHC. Continued use for all three 
actions by a large proportion of CS shows that primary HFs do not refer 
CS to specialised health facilities (SHFs). Average number of visits 
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made during first action was 4.3 (rural) and 4.8 (urban) by Mysore CS and 
5.4 (rural) and 5.2 (urban) by Raichur CS. Fewer visits were made for 
second and third actions (3.1 to 4.4) indicating quicker relief or quicker 
disappointments. 


Average distance for first action by rural and urban CS was 9.9 km and 
4.3 km respectively by Mysore CS and 3.5 km and 4.1 km respectively by 
Raichur CS. This increased to 22.7 km and 19.0 km respectively by 
Mysore CS and to 16.9 km and 11.6 km respectively by Raichur CS for 
second action. There was no appreciable increase for third action. 
Average distance for all actions together was 18.2 km and 10.9 km 
respectively for Mysore CS and 10.2 km and 8.8 km respectively for 
Raichur CS. Rural CS had to travel longer distances for first action. 
Percentage travelling by bus increased from first to second action. Use of 
bus was more than 75% by rural Mysore CS for all three actions. About 
50% of Raichur CS travelled less than 1 km compared to less than 


10% of Mysore CS, for first action. 


Single contacts with GHFs by rural and urban CS were 32% and 40% 
respectively by Mysore CS and 40% and 49% respectively by Raichur CS. 
Multiple contacts with same (or same type of) GHF by rural and urban CS 
were 18% and 15% respectively in Mysore and 41% and 16% respectively 
in Raichur. Multiple contacts with combinations of GHFs were made by 
32% and 22% respectively in Mysore and 14% and 27% respectively in 
Raichur. Multiple contacts with GHFs and SHFs were made by 13% and 
21% by Mysore CS and 4% and 8% by Raichur CS. A larger percentage 
of Raichur CS (95%) contacted only GHFs compared to Mysore cS 
(80%). 
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29. 


30. 


Sputum examination was ordered for only 23% actions taken by CS. 
This percentage increased from 12% during first action to 24% for second 
and 36% for third action. PHC, which was expected to order sputum 
examination for all CS, had done so for only 1% of contacts made by 
CS. Only for 64% of examinations results were told to CS. Out of 
results told, 52% were positive (34% out of those examined) and showed 


a high positivity rate. The situation was similar for x-ray examination. 


In all 60 CS stated that they have been told that they were suffering from 
TB. These gave a case yield of 12% among rural CS and 23% among 
urban CS (overall 16%). Rural-urban difference in case yield was 
more among male CS. PMP had diagnosed 60% of these cases. 
None were diagnosed by DTC. Overall, 47% were diagnosed during 
first action, 37% during second action and 12% during third action. While 
50% of rural cases were diagnosed during second action, 56% of urban 
cases were diagnosed during first action. More than 80% were 
diagnosed during first or second actions. About two-thirds were 
diagnosed within 90 days of onset of symptoms. About one-nineth of 
rural cases and one-fifth of urban cases were diagnosed within 16-30 days 


of onset. 


Averages for direct, indirect and total costs incurred by urban CS 
were all higher than those by rural CS. Average of total cost was 
Rs.1,310 for rural CS and Rs.1,940 for urban CS. About 60% of all CS 
had not incurred any indirect cost. Direct cost was the major component of 
total cost. The major component of direct cost was cost of medicines 
with an overall average of Rs.840. Next was cost for consultation 
(Rs.130) followed by travel cost (Rs.120). All these costs (except travel 
cost) were higher for urban CS. 
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32. 


33. 


34. 


Influence of sex, age, family size, type of family, highest education level 
in HH, religion and caste and occupation on prevalence of OS, CO and 
CS and on number of actions taken, type of HFs contacted and cost 
incurred by CS were studied. Though some clear differences and trends 
were observed, particularly for age and highest education level in HH, no 
uniform patterns emerged. A study covering large number of CS will 
clarify the situation. | 


Comparability of results with those from other studies poses some 
problems. One basic problem is that the vast majority of CS have 
symptoms due to diseases other than TB. Relief from some of these 
will be possible from general (non-TB) treatment and thereby reduce 
the number of CS. This reduction, which will depend upon the extent and 
type of action taken by CS, will lead to regional variations. Besides, 
seasonal variations and ‘epidemic spurts’ could affect the number of CS. 
Other serious problems are lack of uniformity in definition of CS, 
population (agewise) used for calculation of prevalence rate, type of 


investigators collecting data and recall period used for symptoms. 


Different studies show that prevalence rate for all sickness varied 
from 9.5% to 38%, with the rate from the present study occupying a 
central position. Prevalence rate for CS varied from 1.0% to 17.7%, 
with the rate from the present study occupying a lower position. 


Percentage not taking action varied from 3 to 50 for OS and from 14 
to 52 for CS, this being much higher in earlier studies. Lower figures in 
more recent studies may be due to a steep increase in use of PMP 


from about 10% to 60% in recent studies. 
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36. 


37. 


38. 


Comparison with other studies shows that the present study has 
covered many more aspects and gives a more exhaustive picture of 


behaviour pattern of CS and of OS for comparison. 


With comparatively better availability of government HFs, Mysore CS 
had to travel longer distances to get fewer cases diagnosed and that 
too after longer intervals from onset of symptoms. This could lead to 
a paradoxical conclusion that having better availability of 


government HFs is disadvantage for CS. 


The present study has not only confirmed that the major burden of 
providing curative services is borne by PMPs but shown that this 
could be as high as 67%. But PMPs do not refer CS to specialised HFs 
like DTC and sanatorium. Without ordering for sputum examination, 
PMP do clinical diagnosis of TB. This leads to wrong diagnosis and 
treatment. For the success of the TB programme, it is essential to 
involve them properly and completely in the TB programme. They 
should be made aware that both (a) over diagnosis which leads to 
unnecessary suffering and agony due to social trauma and to suppressing 
or delaying the right treatment required and (b) improper anti-TB 
treatment which does not lead to complete cure and can lead to 


development of resistance to anti-TB drugs, are social crimes. 


Though PHC is the main pillar of the TB programme, its contribution 
has been low. Reported statistics show a substantial reduction in the 
contribution of PHC over a 10 year period. The present study has shown 
that only 16% of CS contacted PHC for their first action. PHCs, which 
were expected to do sputum examination for all CS, had ordered 
sputum examination for only 1% of contacts made with them by CS in the 
present study. Out of the reportedly diagnosed TB cases in this study, 
only 3% were diagnosed by PHC. Further, CS contacting PHC had 
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40. 


reported that they had incurred cost for services rendered at PHC. 
All these question the relevance of PHC. Either restructuring PHC to 
make it the pillar of TB programme or finding an alternative pillar is 
essential. 


Contribution of DTC for providing services to CS was almost nil even 
in urban areas eventhough two of the four towns selected for the 
study had DTC. Reported statistics show that there was 40% reduction 
in number of CS contacting DTC over a 10 year period. None of the 60 
reportedly diagnosed TB cases in this study were diagnosed at DTC. 
The extremely low contribution by PHC to the services availed of by 
CS is a sad reflection of the efficiency of DTC with regard to 
programme development and supervisory functions which are the sole 
responsibility of DTC. Similar observations about the failure of DTC were 
made 10 years back by ICORCI*? which recommended that the 
programme development and supervisory functions of DTC may be 
handed over to a Deputy Chief Medical Officer of Health in the 
district. There is an urgent need to reconsider this recommendation in 
view of the further deterioration in these two functions as well as in 


providing services to CS leading to an almost total failure of DTC. | 


Awareness and action taking by CS is now so high that any further efforts 
on providing health education to them will not be cost-effective. In this 
study, none of the local leaders, social workers and NGOs had 
provided advice to the CS. PMPs do not refer CS to DTC and 
diagnose TB without sputum examination. It is doubtful whether they 
emphasise on proper treatment of TB. These are the groups who 
require health education now. A proper plan of action for this 


adopting a contextual approach is needed now. 
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42. 


Voluntary efforts and community involvement in TB programme at 
lower levels were conspicuous by their absence. This is an area in 
which innovative ideas have to be encouraged from lower and 
middle levels who are exposed to the realities. A task force could be 
set up to start the necessary dialogues with these levels and to 


encourage innovative pilot studies. 


More importance has to be given to the type of operations research 
which can help to make TB programme more efficient and effective 
and to evolve the programme further (a beginning for which has been 
attempted under RNTCP), all these in a contextual manner because of 
the diversity involved. Lack of uniformity in studies conducted so far 
requires that major institutions carrying out research, ICMR and 
governments of India and concerned states and WHO meet and 
formulate guidelines etc, for more uniform conduct of research. For 
moving towards finding and implementing solutions which can take care of 
both regional and national needs a change in approach and co- 
operative efforts are essential. About 10 years back, ICORCI** had 
recommended that regional institutes for TB and chest diseases may 
be set up to carryout research, training, monitoring and evaluation in 
different parts of India and suggested an outline for such research. 
These and the reasons which stood in the way of implementing this 
recommendation could be a good starting point for meaningful 


discussions and for formulating a contextual plan of action. 
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BEHAVIOUR PATTERN OF CHEST SYMPTOMATICS IN 


ee 


RURAL AND URBAN POPULATIONS IN KARNATAKA 


CHAPTER 1 
INTRODUCTION AND GENERAL FEATURES 


Introduction 

Tuberculosis control programmes had three main aspects viz., mass BCG 
vaccination, diagnosis of TB patients and their treatment with anti-TB drugs. The 
main emphasis of programme oriented research on tuberculosis was on methods 
of case finding and drug regimen used. The importance of the former became 
diluted following a sociological study of the awareness of symptoms of pulmonary 
tuberculosis’. This study showed that 52 per cent of the bacteriologically positive 
TB cases diagnosed in a survey had visited health institutions for seeking relief of 
their symptoms. Following this, the National Tuberculosis Programme (NTP) 
which was formulated in 1962 laid emphasis on diagnosing and treating those TB 


cases who were already seeking relief from health institutions. 


Reviews of the functioning of NTP showed that the expectations regarding case 
finding? based on action taking by TB cases were far from being fulfilled. This 
could be due to two possible reasons viz., (1) the inefficiency of the functioning 
NTP to diagnose even the majority of the TB cases seeking relief from health 
institutions and (2) the behaviour of the TB cases becoming different, with more 
of them going to private medical practitioners (who are not functioning as part of 
NTP) whose number and popularity are likely to be increasing in urban and 
semi-urban areas at least. Unfortunately, studies on action taking by TB cases, 
which is the basis of case finding in NTP, has not received enough attention after 
the study mentioned earlier which showed the pattern of behaviour based only on 
a small number of cases in an area near Bangalore at the time of the study 
(about 37 years back). Apart from two repetitions of this study** in villages 
around Bangalore, both towards the end of the seventies, hardly any attempts 
have been made to study the behaviour of TB cases in the community in other 


regions of the country and at regular intervals of five or ten years so that 


variations, if any, between different regions and over time could be ascertained. 
One serious difficulty in carrying out such studies is that the TB cases in the 
community have to be identified first through a costly tuberculosis survey. A 
cheaper alternative is to study the pattern of behaviour (particularly for seeking 
relief) by persons with symptoms suggestive of pulmonary tuberculosis (chest 
symptomatics) in the community which will throw some light on the behaviour of 
TB cases who are a part of this group. Moreover, information on the behaviour 
pattern of chest symptomatics will help to improve case finding. Methods can be 
devised to increase the proportion of symptomatics, and thereby of TB cases, 
visiting health institutions from the observed 52 per cent to as close to 100 per 
cent as possible. Emphasis can also be given to the steps needed to motivate 
chest symptomatics to take action earlier than at present. This will result in 


diagnosis of TB cases at an earlier state of the disease. 


In the mid seventies, some of these aspects were studied (to a limited extent) in 
a rural community®. But, information about regional as well as rural-urban 
variations in the behaviour pattern of chest symptomatics is far from complete. 


Yet, these aspects continued to get very little attention. 


Reviews of NTP have also shown that the diagnosed TB cases are often not 
regular in taking treatment. This was the main reason for adoption of short 
course chemotherapy and supervised administration of drugs. But, if larger 
proportion of TB cases are seeking treatment from private medical practitioners 
(which is a possibility mentioned in paragraph 2 above), the programme has to 
take steps to ensure regularity of treatment of these cases. The behaviour 
pattern of TB cases in the community with regard to treatment ought to be 
studied to understand the reasons for their behaviour so that corrective 
measures could be evolved. These studies are also difficult because the TB 
cases in the community have to be first identified by TB prevalance surveys. The 
cheaper alternative of studies on the behaviour pattern of chest symptomatics in 
the community (who include the TB cases) with regard to case holding may throw 


some light. This aspect also has not received the attention it deserves. 


1.1.5 Evidently, the behaviour pattern of chest symptomatics in the community is of 


1.2 


great importance because the efficiency of both case finding and treatment under 
the programme is linked with this. In view of this, the World Health Organisation 


wanted to have studies on the behaviour pattern of chest symptomatics in rural 


and urban populations in different parts of the country. The study in Karnataka 


State was entrusted to the Institute of Communication, Operations Research and 


Community Involvement, Bangalore (ICORCI). 


Objectives of the Study 


1.2.1. The general objective is to collect detailed information on the behaviour 


pattern of chest symptomatics (as defined in the RNTCP Manual) in rural 


and urban populations and to ascertain, if possible, how this pattern is 


influenced by the level of provider services. 


1.2.2 The specific objectives are to study the following in rural and urban 


populations :- 


a) 


b) 


C) 


d) 


e) 


g) 


Which providers do the Chest symptomatics seek, how early, how 
often and at what intervals (in case of multiple contacts) ? 

What are the costs and benefits of the services as perceived by the 
chest symptomatics? 

What investigations are undertaken by the chest symptomatics and 
whether these tend to be duplicated ? 

What are the direct and indirect costs incurred by the chest 
sympomatics for diagnosis and treatment ? 

In case of availing multiple provider services for diagnosis and 
treatment, the reasons for the same. 

To what extent age, sex, type of occupation and type of family 
influence the pattern of behaviour. 

The opinion of chest symptomatics about different types of provider 


services and their suggestions for improvement. 


1.3 


. eet 


1.3.1 


1.3.2 


Karnataka state had 20 districts at the time of planning the study. 
Excluding Bangalore Urban District, the other 19 districts were ranked 
independently for each of the following characteristics :- 

1. Number of hospital beds per 1,000 population 

Number of TB sanatorium beds per 1,000 population 

Number of TB clinics per 1,000 population 

Number of general clinics per 1,000 population 


oe pS 


Percentage of couples protected by sterilisation (as an index of 
programme performance under the government health services 
system) 

For items (1) to (4), the position as on 31 March 1995 was used. For item 
(5), the data for 1993-94 was made use of. 


The total of these five independent ranks for each district was considered 
as an indicator of the quality of the provider system in that district. The 
districts with the three lowest rank totals were Kodagu (24), Mysore (29) 
and Mandya (31). From these three districts, Mysore was selected at 
random for the study as a district with a comparatively good provider 
system. The three districts with the highest rank total were Raichur (86), 
Belgaum (77) and Gulbarga (74). Of these three districts, Raichur was 
selected at random as a district with a comparatively poor provider 
system. 


1.3.3 Within each selected district, the rural and urban populations were 


selected as follows :- 

(a) Rural Sample: Out of the total number of Primary Health Centres 
(PHCs) in each selected district, two PHCs were selected using 
Probability Proportional to Size (PPS) method of sampling, size 
being population covered by PHC. In each selected PHC, the 
villages were arranged in random order. Villages in this list were 


taken up one after the other and covered completely till a total 
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population of close to but less than 5,000 was covered. In the next 
village, a sample of households (HHs) was covered to get a total 
sample of about 5,000 persons. The rural population covered was 
about 5,000 per PHC, 10,000 per district and 20,000 for the two 
districts together. 


(b) | Urban Sample: Out of the total number of Urban Agglomerations 
(UAs) as per 1991 Census in each selected district, two UAs were 
selected using PPS method of sampling. In each selected UA, all 
the municipal wards of the town/city and the Out Growths (OGs) of 
the town/city were listed. From this list, five wards/OGs were 
selected at random. In each selected ward/OG, a central place 
was identified. The four Field Investigators (Fils) moved away from 
this central place in different directions and enumerated the 
households (HHs) on his left and going into smaller streets / 
bylanes also. When there was a dead end, the FI returned, taking 
the houses on his left. They stopped enumeration when a 
population of about 1,000 was covered. Thus an urban population 
of 5,000 was covered in each UA, 10,000 in each district and 
20,000 in all. 


1.4 Rural Study Area 
1.4.1 Population: The rural sample included 13 villages from Mysore district 


and seven villages from Raichur district. Among the Mysore villages, one 
village had a population of about 3,000. The population of the other 
villages varied from about 150 to 1,500. The Raichur sample included one 
Village with more than 4,000 population, two with population between 
2,000 and 3,000 and the remaining with 150 to 400 population. 
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1.4.2 


1.4.3 


1.4.4 


1.4.5 


Approach Road: Out of the 13 villages in Mysore district, the approach 
road to the village was tarred in one, metalled in six and of mud in six. In 
Raichur district, the approach roads were tarred in four villages and made 


of mud in the other three villages. 


Panchayat Members: |n both the districts, one of the sample villages 
was the PHC village itself. One of the 13 villages in Mysore district and 
three out of the seven villages in Raichur district had the headquarters of 
the Village Panchayat. On the average, in Mysore villages, 1.8 Panchayat 
Members were residing in the sample village. Of these Panchayat 
Members, (a) 60% were males and 40% females and (b) 30% were 
SC/ST, 57% Backward Classes (BCs) and 13% others. The average 
number of Panchayat Members residing in the sample villages was higher 
among Raichur villages (3.75). Of these, (a) 60% were males and 40% 
females (b) 47% were SC/ST, 20% BCs and 33% others. 


Schools: Among the Mysore villages, two out of the 13 did not have any 
school. One had a pre-primary school and 10 had primary school, four of 
them having middle school also. Educational institutions of higher level 
did not exist. There was no school in two out of the seven villages in 
Raichur district. Five had primary school, with three of them having middle 


school also. Two villages had pre-university colleges. 


Health Facility: Of the 13 Mysore villages, 11 did not have any health 
facility (i.e. a health institution (HI) or a private medical practitioner (PMP) 
located in the village. One had a Primary Health Centre (PHC). The other 
had a government clinic / dispensary and a PMP of ayurveda, the latter 
being quite popular. Out of the seven Raichur villages, four had no health 
facility. Out of the other three villages one had a PHC and a PMP of 
allopathy. The other villages were served by 1 or 2 popular PMPs of 
allopathy. One village had a popular PMP of homeopathy also. 


1.4.6 


1.4.7 


1.4.8 


Outside Health Facility - Mysore District: Sick persons (SPs) from nine 
of the 11 villages in Mysore district without any health facility visited PMPs 
and Hls outside the village. For visiting PMPs, SPs from three villages 
walked about 1.5 to 5 km and from six villages they travelled about 4 to 8 
km by bus paying Rs.2 to 4 per trip. For visiting Hls, SPs from six villages 
walked 1.5 to 7 km and from three villages travelled 4 to 20 km by bus 
Paying Rs.2 to 8 per trip. From two out of the 11 villages without a health 
facility, SPs visited only health institutions, travelling about 3 to 20 km by 
bus paying Rs.1.5 to 8 per trip. Thus, SPs from all the 11 villages visited 
His; 10 out of 11 visiting PHC, and the remaining village visiting 
government hospital (GH) only. GH was an additional place of visit for SPs 
from six more villages, making a total of seven villages using GH. 
Diagnostic facilities were lacking in all the health facilities except GH. 


Outside Health Facility — Raichur District. Out of the four villages of 
Raichur without a health facility, two were visited at intervals (regularly for 
one) by a PMP. From one of these villages, SPs visited PHC only and 
from the other PHC and two PMPs. SPs from the other two villages 
without a health facility visited PHC and three PMPs. SPs from all the four 
villages without a health facility travelled about 6 to 12 km by bus paying 
Rs.3 to 6 per trip to a health facility. None of the health facilities visited 
had any diagnostic facilities except for some laboratory services at PHC. 
While SPs from both villages with health facility in Mysore district visited 
outside health facilities also, this was not the case in the three villages 
with health facility in Raichur district. 


Voluntary Organisations and Community Participation: Youth Clubs 
existed in four out of the 13 Mysore villages and one out of the seven 
Raichur villages. But none of them had participated in any health activities. 
Mahila Mandals functioned in three out of the 13 villages in Mysore district 
and one out of the seven Raichur villages. They hardly participated in 
health activities except for some health education activity in two Mysore 


1.4.9 


1.5 Jr 
1.5.1 


1.5.2 


villages. Village Health Committees did not exist in any of the villages. 
Community participation in health activities was almost non — existent. 


Interview Participants: \nformation on the village profile was collected 
from group discussions in each village. On the average, 8.7 persons 
participated in the discussions in Mysore villages. Of them, (a) 88% were 
males and 12% females, (b) 19% were SC/ST, 59% BCs and 22% others. 
About 13% of the participants were Panchayat Members. In Raichur 
villages, on the average 8.5 persons participated in the discussion in a 
village. Of them, (a) 65% were males and 35% females, (b) 53% were 
SC/ST, 12% BCs and 35% others and (c) about 44% of the participants 


were Panchayat Members. 


A 

Municipal Wards: The urban samples were selected at random from the 
municipal wards of the selected town and its OGs. The resulting sample 
consisted of only municipal wards in all the four towns. Each selected 
ward had one Municipal Councillor residing there. In Mysore towns, their 
break-up was : (a) 75% males and 25% females and (b) 12% SC/ST, 50% 
BCs and 38% others. The corresponding figures for Raichur towns were : 
(a) 40% males and 60% females and (b) 50% SC/ST, 25% BCs and 25% 
others. 


Interview Participants: \nformation on the profile for wards was collected 
through group discussions in each ward in the presence of the Municipal 
Councilor of the ward. On the average, 2.1 persons participated in the 
discussions in a ward in Mysore district. Of the participants, (a) 88% were 
males and 12% females and (b) 53% were SC/ST, 20% BCs and 27% 
others. About 47% of the participants were Municipal Councilors. In 
Raichur towns, on the average 6.3 persons participated in the discussions, 


1.5.3 


1.5.4 


1.5.5 


which was thrice the number compared to Mysore towns. Of them, (a) 
92% were males and 8% females and (b) 26% were SC/ST, 48% BCs and 
26% others. About 21% of the participants were Municipal Councillors. 


Private Medical Practitioners: A\ll the five wards of Mysore city had 
PMPs practicing in the ward. The number of PMPs in these wards varied 
from 8 to 15. The services of two ayurvedic physicians and one 
homeopathic physician were availed of by the SPs of these wards. Only 
one of the five wards in Chamaraja Nagar (Mysore District) had a PMP of 
allopathy within its limits. None of the 10 wards in Raichur district had a 
PMP within its limits. 


Health Institutions : Three of the five wards of Mysore city had health 
institutions, with one ward having four non — government hospitals and 
one government hospital. The other two wards had one health institution 
each. None of the five wards in Chamaraja Nagar and the 10 wards in 
Raichur district had a health institution within its limits. 


Outside Health Facility. Eventhough all the five wards in Mysore city 
had a number of health facilities, the SPs from these wards have visited 


some hospitals (two government and four non-government), a PHC 


(mainly for free treatment) and a PMP (mainly by rich persons) outside 


their ward. SPs from four out of the five Chamaraja Nagar wards without 
health facility visited the government hospital and PMPs outside the ward. 
Two of these PMPs were visited by SPs from the other ward which had a 
PMP. Of the 10 wards in Raichur district (all without health facility), SPs 
from one ward (in Raichur town) visited only two PMPs. Those from the 
other four wards of Raichur town visited a government hospital only. In the 
five wards of Gangawati town, the SPs visited the government hospital 


and PMPs. In two of these wards, they visited private hospitals also. 


1.5.6 Voluntary Organisations and Community Participation: Voluntary 
organisations existed only in four out of the five wards in Mysore city and 
one ward in Chamaraja Nagar. All of them had carried out health camps. 
None of the 10 wards in Raichur district had any voluntary organisation 
within its limits. Community participation in health activities was non- 


existent in all the 20 wards included in the study. 


1.6 urati f Wor 

1.6.1 The project agreement was signed on 4 June 1997 and the first 
installment of funds was received on 24 June 1997. Designing and 
printing of the required forms was completed by 14 August 1997. The 
field staff were trained from 11 August to 24 August 1997. The field work 
(data collection) was carried out continuously from 25 August to 31 
October 1997 in Mysore district and from 14 November 1997 to 7 January 
1998 in Raichur district. Preparation of code list was taken up while the 
field work was in progress. Following this, data processing (consisting of 
scrutiny of data, coding, checking and data entry into Computer) was 
taken up. The analysis of the data was completed by June 1998 and the 
final report was completed by 4 November 1998. 
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Chapter 2 
MYSORE DISTRICT 


CHAPTER — 2 
MYSORE DISTRICT 
2.1 Profile of Respondents 
2.1.1 Relationship to Head of Household: \|n the study sample, 40.6% of the 
total 3,935 respondents for interview were the wives of the head of 
household (HOH), 35.7% the HOH himself, 9.8% son, 5.1% daughter, 
5.0% daughter-in-law and 3.8% others. In the rural sample, 39.1% of the 
respondents were the HOH and 37.5% the wife. The corresponding 


figures in the urban sample were 32.5% and 43.5% respectively. 


2.1.2 Age and Sex of Respondent. Of the 3,935 respondents, 62% were 
females (58% in rural and 66% in urban samples). Information on age was 
available for 3909 (99.3%). Of them, 99.7% were of age 15 or more and 
86.6% of age 25 or more. Respondents of age 25-54 (which has maturity 
and good memory) formed 71.9%. There were no differences between 
rural and urban areas. The average age of .the respondents was 40 years 
(38.7 for females and 42.1 for males). This difference was observed in 


both rural and urban areas. 


2.1.3 Education Status of Respondents: \|nformation on education status was 
available for 99.4% of the respondents — (99.8% rural and 99.0% urban). 
Out of them, 66.8% were illiterate (75.6% rural and 46.4% urban). While 
14.9% studied upto Standard IX or less (below SSC) 7.3% studied upto 
the final year of school or had higher education (SSC+). The percentage 
of respondents with SSC+ was 5.9% in the rural sample compared to 
27.1% in the urban sample. This percentage was more than double for 


male respondents (19.7%) as compared to females (7.5%) 


2.2 Population Profile 


2.2.1 Representativeness of Sample: Mysore district had a population of 
about 31,65,000 according to the 1991 census. Of this, 22,25,000 was 
rural and 9,40,000 urban. The study population was 20,646 of which 
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2.2.3 


10,151 was from rural areas and 10,495 from urban areas. The age-sex 
distributions of the census and study populations are given in Table 1. 
The percentage of population in different age-sex groups does not 
differ much between the census and study populations in both rural 
and urban areas. The maximum differences were observed for the 0-4 
age group. The consistently lower figures in this age group for the study 
population (1997) as compared to the census (1991) could be due to a 
decline in birth rate during the six year period. The percentage of males 
in the study population is almost the same as that in the census population 
in both rural and urban areas. The relevant figures are: 50.3% (study) and 
51.1% (census) in rural areas and 51.5% (study) and 51.0% (census) in 
urban areas. Thus, the study sample represents the population of Mysore 


district in the above respects. 


Education Status: Education status was available for 99.9% of the study 
population. Those below 7 years of age formed 11.1 %. Among the others, 
50.2% were illiterate; (40.8% among males and 59.0% among females). 
lliterates were also more in rural areas (57.7%) than in urban areas 
(32.8%). Illiteracy was highest among rural females and lowest among 
urban males, the respective percentages being 67.0 and 25.6. Those who 
had studied below SSC formed 27.0% (25.8% rural and 28.2% urban). 
SSC+ was attained by 13.2% (7.7% rural and 25.9% urban). This level of 
education was achieved by only 8.1% females compared to 18.1% males. 
This proportion was least among rural females (3.1%) and highest among 
urban males (31.9%). 


Occupation: Information on occupation was collected from 99.7% of the 
study population. The age group of 0-5 years (10.5%), students and 
school drop outs in the age group of 6-14 years (23.3%) and housewives 
(19.7%) together formed 53.5% - 52.2% in rural areas and 56.6% in urban 
areas. In rural areas, persons engaged in agriculture and allied work 


(34.6%) and housewife-cum-workers (4.5%) formed the bulk of those 
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Table 1 


Distribution of census and study populations by sex and age in rural and 
urban areas (Mysore District). 


Females 


NS — Not stated 


Note : Percentages in different age groups are calculated out of the number of 
persons for whom age has been stated. 


engaged in productive activities. The pattern in urban areas was different 
with those engaged in business and allied household industry being most 
frequent (11.9%) followed by skilled labour (9.6%), unskilled labour (6.3%) 
and agriculture and allied work (5.2%). Among rural females, 37.1% were 
housewives only, 14.6% doing agriculture and allied work, 8.9% 
housewife-cum-workers and 4.9% unemployed. In urban areas, 45.9% of 
females were housewives, 5.4% engaged in business or allied household 
industry, 5.2% unemployed and 4.5% doing agriculture and allied work. 


ao. hold Profil 
2.3.1 Religion and Caste: Information on religion and caste was obtained from 


3,934 out of 3,935 HHs. The majority of HHs belonged to BCs (57.8%) 
followed by SC/ST (25.4%) and other Hindus (14.0%). SC/ST, BCs and 
other Hindus together formed 97.2% of the HHs (99.7% rural and 91.2% 
urban). The lesser percentage in urban areas was mainly due to the 
presence of 6.2% Muslim HHs as against 0.3% in rural areas. Both SC/ST 
(26.8%) and BCs (59.1%) were more in rural areas. The corresponding 


figures for urban areas were 22.2% and 54.7% respectively. 


2.3.2 Type of Family. All the HHs could be classified into three types of 
families. Majority were nuclear families (husband, wife and children) 
(57.0%), this proportion being higher in urban areas (62.7%) compared to 
rural areas (54.6%). Joint families (which also included parents, brothers, 
sisters and children’s family) were more in rural areas (41.7%) compared 
to urban areas (29.8%). Extended families (with addition of the families of 
brothers, sisters, uncles etc) formed only 4.8% of the total HHs (3.7% rural 
and 7.4% urban). HHs with chest symptomatics (CS HHs) had more 
joint families (55.8%) compared to HHs without a chest symptomatic 
(28.1%). This was observed in both rural and urban areas. The 
respective figures were : 59.1% and 40.1% rural and 48.2% and 29.1% 


urban. 
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2.3.3 


2.3.4 


Education Status of HOH: \nformation on the education status of the 
head of the HH (HOH) could be ascertained from the data for 99.8% of the 
HHs (100% rural and 99.7% urban). Out of them, 67.0% were illiterate 
(75.0% rural and 48.4% urban). While 14.3% studied below SSC 11.8% 
Studied upto final year of school or had higher education. The 
percentage of HOH who had studied upto final year of school or 
higher (SSC+) was 3.7 in rural areas as compared to 26.6 in urban areas. 
This percentage for rural and urban areas steadily increased from 8.7 in 
CS HHs to 11.3 in non-CS sick HHs and 13.6 in non-sick HHs. The 
education status of the HOH seems to have a positive effect on health of 
the HH. This seems to influence the type of sickness also, if CS HHs could 
be considered to be more unhealthy than non-CS sick HHs. 


Highest Education Level in HH: The highest education level attained by 
members of the HH was ascertained from the data for all the HHs. There 
were only illiterates in 18.3% of the HHs, this percentage being higher 
(22.2%) in rural areas compared to urban areas (9.1%). The percentage of 
HHs which had persons who studied below Sse final year of school and 
beyond final year was 35.9, 20.4 and 19.6 respectively. HHs which had 
persons who studied upto final year of school formed only 13.8% in rural 
areas but was nearly double in urban areas (26.6%). Those with higher 
education did not differ so much, the percentages being 23.0 in rural and 
29.5 in urban areas. While HHs with persons of SSC+ was the same in 
non-CS sick HHs (40.8%) and non-sick HHs (39.5%), it was less in CS 
HHs (34.0%). Percentage with highest level of SSC+ steadily 
increased from 49.4% in CS HHs to 55.8% in non-CS sick HHs and to 
57.7% in non-sick HHs in urban areas indicating a possible positive 
effect of the highest education level of the HH on the health of the 
HH. But, in rural areas, surprisingly, this percentage showed the 
opposite trend viz., a steady decrease from 43.9% in CS HHs to 40.4% 
in non-CS sick HHs and to 22.5% in non-sick HHs and that too with wider 


differences than in urban areas. 
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2.3.9 


2.3.6 


2.3.7 


Family Size: The distribution of all HHs and CS HHs according to family 
size in rural and urban areas is given in Table 2. Percentage of CS HHs 
out of all HHs increased steadily with the size of the family (except 
for large families of 10 or more) in both rural and urban areas. The 
percentage of non-sick HHs showed the opposite pattern of decrease for 
families of all sizes. There was no such pattern for non-CS sick HHs. The 
mean size of family was highest for CS HHs (6.1) followed by non-CS sick 
HHs (5.3) and non-sick HHs (4.9), the mean values being the same in 


both rural and urban areas. 


Number of Females in HH_: Similarly, the percentage of CS HHs out of 
all HHs increased steadily with the number of females in the HH in rural 
areas. The relevant figures are : 5.4% for 0-1 female, 8.5% for 2-3 
females, 11.7% for 4-5 females and 13.2% for 6 or more females. There 
was a similar pattern in urban areas except for those with 6 or more 


females, the respective percentages being 2.4, 4.0, 7.8 and 3.8. 


Number of Persons of Age 15 or more in HH : Similar trends were 
observed for proportion of CS HHs out of all HHs with increase in the 
number of persons of age 15 years or more (15+). The relevant figures 
are : 4.2% for HHs with 1-2 persons of age 15+, 9.6% for those with 3-4 
such persons, 11.5% for HHs with 5-6 persons and 14.2% for HHs with 7 
or more such persons, in rural areas and 2.4%, 3.6%, 8.0% and 5.6% 
respectively in urban areas. The number of persons of age 15+ in the HH 
seems to have the opposite influence with the percentage of non-sick HHs 
out of all HHs decreasing steadily. The relevant figures are : 24.9% for 
HHs with 1-2 persons of age 15+, 22.4% with 3-4 persons, 17.8% with 5-6 
persons and 14.2% with 7 or more persons, in rural areas and 32.3%, 
27.4%, 27.6% and 24.2% respectively in urban areas. 
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Table 2 


Distribution of different types of HHs according to family size in rural and 
urban areas (Mysore district) 


No. of porsgns in the HH 
| ee ee oe 
cB ad Na @) @) (5) 


Total 


No. of HHs 


. CS HHs 
a) No. 
b) Percentage 
3. Non —CS sick HHs 
a). No. 
b). Percentage 
4. Non-—sick HHS 


a). No. 
b). Percentage 


Urban 


No. of HHs 


CS HHs 
a). No. 
b). Percentage 


3. Non—CS sick HHs 
a). No. 
b). Percentage 


4. Non-sick HHs 
a). No. 
b). Percentage 


238 Number of Females of Age 15 or more - The pattern was similar for the 
percentages of CS HHs and non-sick HHs out of all HHs with increase in 
the number of females of age 15+ in the HH in both rural and urban 
areas. The relevant figures are: (a) for CS HHs, 4.4% for HHs with 0-1 
females of age 15+, 8.8% for those with 2 females, 11.1% with 3 females 
and 9.8% with 4 or more females, and (b) for non-sick HHs 25.7%, 23.7%, 
19.9% and 19.6% respectively. 


239 Number of Children below six years : The percentage of CS HHs out of 
all HHs increased with increase in number of children of age below 6 
years and showed a similar pattern. The relevant figures are : 6.2% for 
HHs with no such children, 8.5% with one child, 8.4% with 2 children and 
13.4% with 3 or more children. There was no difference between rural and 
urban areas. Such trends were not observed for the proportion of HHs of 
any type out of all HHs with increase in the number of persons in the 


dependent age group in the HH. 


2.3.10 Occupation : As expected, the main type of work of the HH was 
agricultural work (including dairy and sericulture also) in the rural areas 
with 89.6% being so engaged. Next came coolie (labourer) with 4.4% and 
business (2.7%). In the urban areas, the main type of work of the HH 
which was most frequent was business (33.9%) followed by coolie 
(23.9%), office work (14.4%), agricultural work (14.0%) and work in 
industry (4.5%). The difference between the three types of HHs were 


small. 


2.3.11 Earning Members : Only 1.6% of the HHs did not have any earning 
member (1.0% rural and 3.0% urban). HHs with one earning member 
formed 37.0% followed: by 2 earning members (28.9%) and 3 earning 
members (16.8%). The average number of earning members per HH was 
less in the urban areas (1.9) compared to rural areas (2.4). This was due 


to the single earning member HHs being more in urban areas (44.9%) as 


against 28.6% in rural areas and with 3 earning members being less 
(13.8%) compared to 20.0% in rural areas. Average number of earning 
members per HH was 2.5 for CS HHs, 2.2 for non-CS sick HHs and 
2.1 for non-sick HHs. The corresponding figures were: 2.6, 2.4 and 2.5 
respectively in rural areas and 2.3, 2.0 and 1.9 in urban areas. The overall 


mean was 2.2 (2.4 rural and 1.9 urban) 


2.3.12 Earning Female Members : Households without earning female 


members were more in urban areas (72.0%) compared to 51.3% in rural 
areas, the overall proportion being 57.5%. Next in frequency were HHs 
with one earning female member (28.6%) followed by 2 earning female 
members (9.9%). The average number of female earning members per 
HH was 0.6 (0.7 rural and 0.4 urban). This average in rural areas was 0.6 
in CS HHs, 0.7 in non — CS sick HHs and 0.9 in non-sick HHs. The 
respective figures in urban areas were 0.5, 0.4 and 0.4. 


2.4 Sickness in Household 


2.4.1 


2.4.2 


Sick Persons: There was atleast one chest symptomatic (CS) in 6.3% of 
HHs. While 68.5% .of HHs had sick persons (SPs) without chest 
symptoms, 25.3% had no SP. A Significant finding is that the 
percentage of HHs with CS was double in rural areas (8.6%) 
compared to urban areas (4.1%). Non-sick HHs (i.e., without a SP) 


were 21.6% in the rural sample as against 28.7% in the urban sample. 


SPs in different types of HH: The proportion of HHs with at least one 
SP was 76.1%. Out of these, 62.4% had only one SP in the HH, 27.9% 
two SPs and 7.5% three SPs which together accounted for 97.8% of the 
total. There was hardly any difference between rural and urban areas. 
Among the CS HHs, 49.9% had only one SP, 35.6% two SPs and 9.10% 
three SPs. The corresponding figures for non-CS sick HHs were : 63.8%, 
27.2% and 7.4% respectively. The proportion of single-SP HHs among CS 
HHs was 47.6% in rural areas compared to 55.4% in the urban areas. 


2.4.3 


2.4.4 


2.4.5 


The corresponding figures for non-CS sick HHs were higher : 62.3% and 
67.2% respectively. The average number of sick persons was 1.7 in CS 


HHs and 1.5 in non-CS sick HHs. Both indicate more sickness in CS 


HHs. 


Female SPs . Among the 2,935 sick HHs, 33.6% had no female SP, 
56.6% one female SP and 8.5% two female SPs. Rural-urban differences 
in this pattern were negligible. Among the CS HHs, 36.7% had no female 
SP, 51.9% one female SP and 8.4% two female SPs. The corresponding 
figures for non-CS sick HHs were : 33.3%, 57.1% and 8.5% respectively. 
The proportion of single female SP HHs among CS HHs was 35.4% in the 
rural sample as compared to the urban sample (39.8%). The 
corresponding figures for non-CS sick HHs were 32.6% and 35.1% 
respectively. The average number of female SPs was 0.8 in both CS and 
non-CS sick HHs. 


SPs of age 15 or more : Among the sick HHs, 13.4% did not have any 
SP of age 15 or more (9.0% rural and 18.2% urban). While the proportion 
of sick HHs which had one SP of age 15 or more was almost the same in 
rural and urban areas, those with two SPs of age 15 or more was higher in 
rural areas (23.4%) compared to urban areas (17.5%). Among CS HHs, 
the proportion with one SP of age 15 or more was 58.5%, with two SPs 
31.6% and with three SPs 8.1%. In non-CS sick HHs, the corresponding 
figures were 62.5%, 20.7%, and 3.4% respectively and showed a steeper 
decline. This pattern was observed in both rural and urban areas. The 
average number of SPs of age 15 or more was 1.6 in CS HHs and 1.1 in 
non-CS sick HHs. 


Female SPs of age 15 or more : There was no female SP of age 15 or 
more in 41.5% of the sick HHs. This proportion was less in rural areas 
(39.5%) compared to urban areas (46.2%). The percentage of sick HHs 
with one female SP of age 15 or more was 53 (55.1 rural and 48.5 urban). 


The pattern was similar in both CS and non-CS sick HHs. The average 
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2.4.6 


2.4.7 


number of female SPs of age 15 or more was 0.7 in CS HHs and 0.6 in 
non-CS sick HHs. 


Number of CS in HH: Out of the 247 CS HHs, 239 (96.8%) had only one 
CS and 8 (3.2%) two CS in the HH. The average number of CS per HH 
was only marginally more than one (1.03). The pattern was similar in both 


rural and urban areas. 


Number of Female CS in HH: Among the CS HHs, 62.6% did not have 


a female CS and the remaining 37.4% had one female CS. The average 


~ number of female CS in the CS HHs was 0.4 in both rural and urban 


areas. 


Prevalence of Sickness 


2.5.7 


Prevalence during last six months : Information about persons who 
were sick at any time during the past six months was collected from each 
HH. About one-fifth (21.6%) of the population was found to be sick 
(22.6% rural and 19.3% urban). Prevalence of sickness was slightly more 
among females (22.7%) as compared to males (20.6%). Those who had 
cough, upper respiratory infection and breathing problems formed 8.1% 


and those who had cough (alone or in combination with other related 


symptoms) formed 6.4% (6.5% rural and 6.0% urban. Persons having 
cough along with fever, or chest pain or blood in sputum were 4.7% (4.9% 
rural and 4.2% urban). Cough of duration more than three weeks formed 
1.5% (1.8% rural and 0.9% urban). Those who had productive cough also 
(i.e., chest symptomatics (CS) as defined under RNTCP) were 1.4%. This 
percentage was more than double in rural areas (1.7%) compared to 
urban areas (0.8%). The prevalence of CS was 1.8% among males and 
1.0% among females. This sex difference in prevalence was more 
pronounced in rural areas (2.1% for males and 1.2% for females) 
compared to urban areas (1.0% for males and 0.6% for females). The 


number of CS were 255 of which 169 were in rural areas and 86 in urban 


‘areas. Of the 255 CS, 162 (63.5%) were males and 93 (36.5%) females. 


2.5.2 


2.5.3 


2.5.4 


2.5.5 


Main Groups of Symptoms : On the basis of the reported symptoms, 
five groups with similar symptoms were formed. Thus, of the 4320 sick 
persons, 1,666 (38.6%) had cough, upper respiratory infection (URI) or 
breathing problems, 806 (18.7%) had fever, 574 (13.3%) diarrhoea or 
other abdominal problems, 717 (16.6%) general problems such as pains 


and aches and 557 (12.9%) other symptoms / health problems. 


Prevalence rate for Cough: Age-sex prevalence rates were calculated 
for the first four of the five groups (which together formed 87.1% of the 
sick persons) (Table 3). The cough group generally had higher 
prevalence in older age groups. This trend was more prominent 
among rural males, with a steady and substantial increase from 5.4% for 
15-24 years to 19.6% for 55-64 years. Among rural and urban females 
and urban males, the prevalence rates were comparatively smaller 
generally in the older age groups and the increasing trend was not so 
prominent. Urban males and females had a high prevalence rate in the 0-4 
age group and to a lesser extent in the 5-14 age group. For all age 
groups beyond 15 years the prevalence rates for the cough group was 


smaller in urban areas compared to rural areas. 


Prevalence rate for Fever : The prevalence rates for the fever group in 
rural areas were consistently higher in all age groups except for 0-4 and 
15-24 age groups among females compared to males. Urban females 
and males also showed the same pattern of differences except for 35-44 
age group, but the differences were generally smaller than those in the 
rural prevalence rates. This prevalence rate was higher in rural areas for 


most of the age groups, particularly for 25-34, 35-44, 45-54 and 65+. 


Prevalence rate for general problems and Diarrhoea: The prevalence 
rates for general problems were substantially higher among females as 
compared to males in most of the age groups in rural and urban areas. 


This rate was consistently higher in the rural areas as compared to urban 
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Table 3 
Prevalence rate for certain groups of sickness in different age — sex groups 
(Mysore district) 


Sickness group sex and 
residence 


1. Cough, upper 
respiratory and 
breathing problems 


Rural : Males 
Females 


Urban : Males 
Females 


Rural :M&F 
Urban: M&F 
2. Fevers 


Rural : Males 
Females 

Urban : Males 
Females 


Rural : M&F 
Urban: M&F 


3. General Problems 


Rural : Males 
Females 


Urban : Males 
Females 


Rural : M&F 
Urban: M&F 


4. Diarrhoca & other 
abdominal problems 


Rural : Males 
Females 


Urban : Males 
Females 


Rural : M&F 
Urban: M&F 


2.5.6 


2.5.7 


areas except for the 0-4 age group. The prevalence rate for the Diarrhoea 
group was also consistently higher in rural areas as compared to urban 


areas, except for the 65+ age group. A 


Prevalence of cough and other symptoms by sex : Comparison of 
prevalence rates for cough (CO) and other sickness (OS) for different 
groups of population in rural and urban areas (Table 4) shows some 
interesting findings. While prevalence rate for cough (CO) was more 
among males compared to females in both rural and urban areas, it was 


the reverse for other symptoms (OS). 


Prevalence of CO and OS by Age : Prevalence rate for both CO and 
OS in rural areas showed a decline from 0-4 to 15-14 age group and 
thereafter increased with age but for a slight drop in the 65+ age group 
for CO and a steadying of the rate after 45-54 for OS. The pattern was 
similar in urban areas except for the initial decline continuing upto 25-34 
age group and a substantial increase for 65+ age group, for CO. Another 
interesting finding is that the percentage of persons with cough for 
more than three weeks out of those having cough generally 
increased steadily with age. The relevant figures are : in rural areas, 
5.4% for (0-4), 11.0% for (5-14), 10.6% for (15-24), 27.1% for (25-34), 
29.5% for (35-44), 38.0% for (45-54), 37.3% for (55-64) and 58.9% for 
(65+). The corresponding figures for urban areas were : 5.5%, 3.3%, 
10.6%, 13.7%, 25.8%, 25.0%, 26.9% and 32.6%. Thus, in the age 
groups with higher and higher prevalence rates for cough, the 
percentage having cough for more than three weeks also increased 
leading to larger and larger number of persons with cough for more 
than three weeks with increase in age. This was so in both rural and 


urban areas. 
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Table 4 


Prevalence rates for cough (CO) and other symptoms (OS) in different 
population groups (Mysore district) 


Population groups Prevalence Prevalence 
(all ages) rate (%) (all ages) rate (%) 
ee re TCO TOse a hr oe 
(3) PREY (=) NIA WT) Ge Pr ie 


. Total 


. Sex : Female 
Male 


. Age: 0-4 
5-14 
15 — 24 
25 — 34 
35 — 44 
45 — 54 
55 — 64 
65+ 


. Type of family 
Nuclear 
Joint 
Extended 


Family Size 
1-3 
4-6 
7-9 
10+ 


No. of females in the 
HH 


aod 
a3 
0 


6+ 


Education 
Illiterate 
Below SSC 
SSC + 


Religion & caste 
SCIS1 
BCs 
Other Hindus 
Muslims 
Other 


(1) 


9. Occupation 


a) Unemployed 
b) Students (age 15+) 


(2) (7) 
404) 11.9) 21.3 14.2 
1,737 2,237 9.5 


Sub Total aan} 55 anal —2arr| 57] 108 
1 879 21.3 2,364 17, 7 
a) Housewives 
workers 


- S|..tCi2 A 17.9 

C: Employed - Labour : 
a) Skilled 167 6.0 13.2 1,012 12.0 
b) Unskilled 111 56 6 18.9 659 14.1 
eS OSL a5 aert | 56 to 


D: Employed — others : 
a) Agriculture & allied 
work 
b) Business & allied 
HH Industry 
c) Others NC 10.5 


Sub Total ae ge 2s 14.9 


NC - Not Calculated because of small numbers 


2.5.8 


2.5.9 


Prevalence of CO and OS by type of Family, Family size and number 
of females in HH : All the four prevalence rates (rural/urban and CO/OS) 
were highest for nuclear families followed by joint families and extended 
families (least). Similarly, all the four rates decreased steadily with 
increase in family size and in number of females in the family. The only 
exception was that the highest prevalence rate for CO was found in 
families with 7-9 members (7.4%). Surprisingly, the prevalence rates 
for CO and OS were least in the largest families and those with the 
maximum number of females in the family, the latter possibly being a 
reflection of large family size. The difference in rates between the types of 


families mentioned earlier may also be due to increase in family size. 


Prevalence of CO and OS: By Education Status : Prevalence rate in 
rural areas was highest among illiterates (7.6% for CO and 19.4% for OS). 
There was a steady decline in prevalence rate for CO with increase in 
the level of education in both rural and urban areas and for OS in 


urban areas. 


2.5.10Prevalence of CO and OS : By Religion and Caste: In rural areas, 


prevalence for CO was least among Hindus other than SC/ST and BCs 
(other Hindus) (3.6%) and highest among SC/ST (7.2%), with BCs in 
between and close to SC/ST (6.7%). But the opposite situation was 
observed among these three caste groups in urban areas with least 
prevalence rate for CO among SC/ST (3.6%) and the highest among other 
Hindus (12.3%), with that among BCs in between (5.6%). This latter 
pattern was observed for prevalence rate for OS in urban areas. The 
prevalence rate for CO among urban Muslims (5.5%) did not differ from 
that among urban BCs (5.6%). 


2.5.11Prevalence of CO and OS : By Occupation : Prevalence rate for CO in 


rural areas was highest among unskilled labour (12.6%) and unemployed 
(11.9%) followed by housewives and those engaged in agriculture and 


allied work (7.6% each). It was least among students of age 15+ (4.0%). 
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2.6 Dur 
2.6.1 


2.6.2 


The prevalence rate for OS was highest among housewives — cum — 
workers (24.6%) followed by housewives and unemployed (21.3% each), 
unskilled labour (18.9%) or those engaged in agriculture and allied work 
(18.8%) or business and allied HH Industry (18.7%) and skilled labour 
(13.2%). It was also least among students (8.9%). In urban areas, the 
prevalence rate for CO did not vary much between different occupation 
groups (range of 4.6% to 5.8%) except for slightly higher rates for 
unskilled labour (6.8%) and unemployed (7.8%). The prevalence rate for 
OS was highest among housewives (17.7%) followed by those engaged in 
agriculture and allied work (16.4%), those engaged in business and allied 
HH industry (15.4%), unemployed (14.2%) or unskilled labour (14.1%) and 
skilled labour (12.0%). As for the other three rates, this rate also was 
lowest among students (9.5%). Overall, another group which had low 
prevalence rate was skilled labour. Unskilled labour generally had high 


rates. 


ion of Sickness 

Duration of Sickness in Rural and Urban Areas : \nformation on 
duration of sickness was available for 91.6% of the SPs, in rural areas and 
87.3% in urban areas. Among them, duration was less than 8 days for 
55.0%, 8-14 days for 7.8%, 15-21 days for 7.4%, 22-28 days for 0.5% and 
29 days or more for 29.2%. The corresponding figures for urban areas 
were 62.2%, 6.0%, 7.1%, 0.3% and 24.4% respectively. Though the 
pattern was similar in both rural and urban areas, the percentage for 
duration of less than 8 days was slightly higher and that for duration of 29 


days or more slightly lower in urban areas compared to rural areas. 


Duration of Sickness : By Main Groups : Table 5 shows the duration 
of sickness for persons with four main groups of symptoms. For all the 
four groups in both rural and urban areas two peaks are evident, one 
for symptoms of less than 8 days duration and the other for 


symptoms of 29 days or more. The proportion of persons with 
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Table 5 


Duration of sickness for persons with four main groups of symptoms 
(Mysore district) 


Symptom grou Duration of sickness (in days) 1-4 Bani 
ae 15-21 [22-28 [ 29+ | 
(5) 


Cough 
Fevers 
Diarrhoea 


General problems 


Urban 


Cough 
Fevers 
Diarrhoea : 


General problems 


symptoms of duration 8-14 days, 15-21 days and 22-28 days was quite 
small (varying from 0.2% to 10.6%). For cough and fever groups, the first 
peak had very high frequencies in both rural and urban areas, with 
proportion having cough being more in urban areas (72.2%) compared to 
rural areas (59.6%). Duration of 29+ days, which probably indicates 
the start of chronic sickness, was negligible for the fever group — 
3.6% (rural) and 2.2% (urban) but showed somewhat higher 
frequencies for the cough group — 24.7% (rural) and 19.0% (urban). 
Among persons with symptoms of the diarrhoea group, about 40% 
reported duration of less than 8 days in both rural and urban areas. 
Frequency for duration of 29+ days was higher in urban areas (52.7%) 
compared to 47.2% in rural areas. Both indicate substantial proportion 
with chronic sickness in this group. The proportion of persons reporting 
duration of less than 8 days was the lowest for general problems. This 
group also had the highest frequencies for duration of 29+ days — 57.7% 
(rural) and 55.2% (urban) — indicating that chronic sickness may be | 
much more for those with general problems like aches and pains. 
The vast majority of persons reporting duration of 29+ days for each of the 
four groups of symptoms actually had duration of 90 days or more. 


2.7 Action taken by sick persons (all HHs 
2.7.1 Action taken by Rural SPs : By Type of Sick HH : Action taken when 
someone was sick during the last six months in different types of sick HHs 
in rural areas is shown in Table 6. This information was available for 
99.7% (99.4% in CS HHs and 99.8% in non-CS sick HHs). While 4.7% 
did not take any action, 2.9% did not consult any health facility (purchased 
and took drugs, had traditional / home remedy, etc). The remaining 92% 
(almost same among CS and non-CS sick HHs) contacted some 
health facility, some of them contacting more than one. Those 
consulting only primary level facilities (PMP and PHC) formed 71.0%. 
This proportion was much less among CS HHs (47.0%) compared to non- 


CS HHs (74.1%). Direct use of secondary level facilities alone was also 
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Table 6 
Action taken by HHs when some was sick during the last six months in rural 
Mysore, by type of HH. 


Sick HHs 


Health facility contacted 


1. No action 


2. Action without 
medical consultation 


3. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC 


Sub Total 


4. Secondary level 
a) GH 
b) NGH 
c) GH & NGH 


Sub - Total 


5. Primary & Secondary 
level 
a) PMP & GH 
b) PMP& NGH 
c) PMP & Sanatorium 
d) PMP & 2 other 
facilities 
e) PHC & GH 
f) PHC & NGH 


6. Other combinations 
(mostly 3 or more 
facilities) 


7. Not stated 


Total contribution 
(alone or in 
combination) by: 

a) PMP 

b) PHC 

c) GH 

d) NGH 


PMP - Private Medical Parctitioner PHC - Primary Health Centre 
GH = Government Hospital NGH - Non - Govt Hospital 


2.7.2 


2.7.3 


much less by CS HHs (4.3%) compared to non-CS sick HHs (12.6%). The 
net result was that those consulting both primary and secondary level 
services were much more among CS HHs (37.2%) compared to non-CS 
sick HHs (5.0%). Table 6 (item 5) shows six types of combinations of 
primary and secondary level facilities. The most frequent combination for 
CS HHs was PMP and two more facilities (i.e., using three facilities in all) 
with 14% doing so followed by PHC and government hospital (8.5%), PMP 
and government hospital (5.5%) and PMP and sanatorium (4.9%). Hardly 
any of the SPs in CS HHs had visited the District Tuberculosis Centre 


(DTC), even on referral from the primary level (not shown in the Table). 


Popularity of different types of Health facilities among Rural SPs: 
The lowest part of Table 6 shows that the facility which was used most 
(either alone or in combination with others) was PHC (48.0%), the 
proportion for CS HHs and non — CS sick HHs being 41.7% and 48.7% 
respectively. Next came PMP (37.8%), government hospital (14.6%) and 
non-government hospital (a negligible 3.7%). While the most popular 
facility among CS HHs was PMP (55.8%) followed by PHC (41.7%), 
among non-CS sick HHs, PHC was most popular (48.7%) followed by 
PMP (35.6%). Though hospitals were not used so often, CS HHs used this 
facility comparatively more than non-CS sick HHs. The relevant figures 
are 17.2% and 14.3% for government hospital and 6.1% and 3.4% for non 


— government hospital. 


Action taken by Urban SPs : By type of Sick HHs : Table 7 shows the 
action taking pattern in urban areas. Information was available for 99.7% 
(100% for CS HHs and 99.7% for non-CS sick HHs). While 1.9% did not 
take any action, 4.2% did not consult any health facility. The remaining 
93.6% (91.6% for CS HHs and 93.8% for non-CS sick HHs) visited 
some health facility, some of them using multiple facilities. Those 
visiting only primary level facilities formed 54.5% which was less 
than 71.0% in rural areas (Table 6). This proportion was less among CS 
HHs (39.8%) compared to non-CS sick HHs (55.4%). The direct use of 
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Table 7 


Action taken by HHs when someone was sick during the last six months in 
urban Mysore, by type of HH 


<= 
e) 


ae 
oO) 
el 
V—— 
~] 
tl 


% 


. No action 


2. Action without 
medical consultation 


3. Primary level 


a) PMP 779 
b) PHC 44 
c) PMP & PHC 0 


4. Secondary level 
a) GH 

b) NGH 

c) GH & NGH 


5S. Primary & Secondary 


level 

a) PMP & GH 66 
b) PMP& NGH 33 
c) PMP & sanatorium 7 
d) PMP & 2 other 16 

facilities 
e) PHC & GH 0 
f) PHC & NGH 0 
ee A, suet 3t 378) iy ee 


6. Other combinations 
(mostly 3 or more 
facilities) 

7. Not stated 


pp 
S 
ww 


aul 
Ba 
oO 
“J 


Total contribution 
(alone or in 
combination) by 


a) PMP 830 61.5 
b) PHC 11 0.8 
c) GH 371 2715 

136 10.1 


d) NGH 


2.7.4 


2.1.9 


secondary level facilities followed the same pattern, corresponding figures 
being 9.6% and 30.3% respectively for CS HHs and non-CS sick HHs. 
Those using secondary facilities alone was higher in urban areas (29.1%) 
compared to 11.6% in rural areas (Table 6). Asa result of this behaviour 
pattern, those using both primary and secondary levels was much 
higher among CS HHs (37.3%) compared to non-CS sick HHs (6.7%) 
which was quite similar to that in rural areas with percentages of 37.2 and 

5.0 respectively. The most common combination in urban areas was PMP 
and government hospital (4.6%) followed by PMP and non-government 
hospital (2.3%), both quite small. The use of these two combinations was 
higher among CS HHs compared to non-CS sick HHs. The relevant 
figures for the first combination were 12.0% and 4.1% respectively and 
those for the second combination were 4.8% and 2.1%. While none of the 
CS HHs had used the District Tuberculosis Centre, 8.4% had used the 


combination of PMP and sanatorium. 


Popularity of different types of Health facilities among Urban SPs: 
The lower part of Table 7 shows that the facility which was used most 
(either alone or in combination with others) was PMP (62.4%), the 
proportion for CS HHs and non-CS sick HHs being 77.1% and 61.5% 
respectively. Next came government hospital (27.1%) followed by non- 
government hospital (9.9%). Government hospital was preferred by both 
types of HHs to non-government hospital. The relevant figures for CS 
HHs were 21.7% and 7.2% and for non-CS sick HHs 27.5% and 10.1%, 
the latter type of HH making more use of either type of hospital. 


Action taken by Rural CO and OS: Action taken by persons suffering 
from cough and other symptoms in rural areas is shown in Table 8. The 
relevant information was available from close to 100% for the three groups 
shown. The most striking finding from Table 8 is that persons with 
cough for more than three weeks behaved differently from those with 
cough of less than or equal to three weeks and with other symptoms. 


About three-fourths of the last two groups contacted primary level facilities 
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Table 8 


Action taken by persons suffering from cough and other symptoms during 
the last six months in rural Mysore. 


Sick HHs 


Health facility contacted Cangh < 3 weeks equal > 3 weeks | Other Bae 
aad ee a -_No._| 


ie eae eS se 
| 74 


1. No action 


2. Action without 
medical consultation 


3. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC 


4. Secondary level 
a) GH 
b) NGH 
c) GH & NGH 


5. Primary & Secondary 
level 
a) PMP & GH 
b) PMP& NGH 
c) PMP & sanatorium 
d) PMP & 2 other 
facilities 
e) PHC & GH 
f) PHC & NGH 


6. Other combinations 
(mostly 3 or more 
facilities) 

7. Not stated 


Total contribution 
(alone or in 
combination) by 

a) PMP 

b) PHC 

c) GH 

d) NGH 


27.0 


2.7.7 


alone, about half visiting the PHC and about one-fourth PMP. Visiting 
both primary and secondary level facilities was negligible. In contrast, less 
than half of those with cough of three weeks or more only contacted 
primary level alone and about one-third visited various combinations of 
primary and secondary level facilities, depicting hectic efforts by visiting 
multiple centres to get relief of their suffering. Surprisingly, only two out 
of 180 persons with cough for more than three weeks (1.1%) visited 
DTC, one in combination with GH and the other with sanatorium. Among 
these 180 persons, 13 (7.2%) only visited sanatorium, two directly, eight in 
combination with PMP and one each in combination with PHC, GH and 
DTC. 


Popularity of different types of Health facilities among CO and OS: 
The total contribution of PMP (alone or in combination with others) was 
one-fourth or more for those with cough for less than or equal to three 
weeks and with other symptoms, while it was about half for those with 
cough for more than three weeks. The total contribution of PHC was 
36.0% for those with cough for more than three weeks, 46.7% for those 
with other symptoms and 56.0% for those with cough for less than or 
equal to three weeks. This increasing trend among the above three 
symptom groups is exactly the opposite of the decreasing trend among 
them in using PMP, the relevant figures being 51.7%, 29.7% and 25.4% 
respectively. The contribution by hospital (government or non- 
government) was much less, the maximum being 16.9% for those with 


cough for more than three weeks. 


Action taken by Urban CO and OS: Table 9 shows that the situation 
was similar in urban areas also. The main difference was a reduction in 
those contacting primary level facilities and a consequent substantial 
increase in those contacting secondary level facilities directly. Primary 
level contacts were almost entirely confined to PMP, PHC being a rural set 
up. Even in urban areas with a DTC close at hand and easy transport 


facilities, its contribution was negligible with only one person out of 94 
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Table 9 


Action taken by persons suffering from cough and other symptoms during last 
six months in urban Mysore 


Health facility contacted Cough < 3 weeks | Cough > 3 weeks | Other Sysmptoms 
| No. | % [ No. % 
6 RO) a ME 
. No action 18 3.4 7 2.9 
2. Action without 4 


medical consultation 


3. Primary level 
a) PMP 

b) PHC 

c) PMP & PHC 


4. Secondary level 
a) GH 

b) NGH 

c) GH & NGH 


5. Primary & Secondary 

level 

a) PMP & GH 

b) PMP& NGH 

c) PMP & sanatorium 

d) PMP & 2 other 
facilities 

e) PHC & GH 

f) PHC & NGH 


aX — = 
(> h(S OMN O =_=/— = © oo— 


No 


N co 
= : 
On 
«A . . . 
bo 
oy) 


6. Other combinations 
(mostly 3 or more 
facilities) 


7. Not stated 1.3 0.4 
eee tote | ee eo em: 1888 
Total contribution 
(alone or in 
combination) by 
793 57.4 
7 0.5 
342 24.7 
19 1.4 


2.7.8 


persons with cough for more than three weeks (1.1%) contacting a 
PMP and DTC. The contribution of the sanatorium (which was also 
similarly located) was comparatively more but still negligible, with only 
eight persons with cough for more than three weeks (8.5%) visiting it (one 


directly, six in combination with PMP and the other with GR). 


Action taken by Main Groups of Symptoms: Comparison of the action 
taking pattern among the five main groups of symptoms in rural areas 
showed that the vast majority of the first four groups viz., cough, 
fevers, diarrhoea and general problems visited primary health 
facilities, the percentages being 69.3, 82.5, 77.1 and 69.1 respectively. 
The higher figure for the fevers group was due to more of them visiting 
PMP (36.1%) in addition to PHC as against 22.6%, 27.7% and 24.3% 
respectively for cough, diarrhoea and general problems, since the visits to 
PHC by all the four groups were almost equal within a range of 44.8% to 
49.4%. Visits by the last group of other symptoms were to PHC (33.3%), 
PMP (24.5%) and direct visits to secondary facilities (25.3%). The 
percentage visiting secondary level facilities varied from 7.2 to 15.3 
among the first four main groups. The situation was similar in the urban 
areas with visits to primary level facilities being almost completely 
confined to PMP since PHC is a rural set up. The most striking 
difference between rural and urban areas was the higher direct use 
of secondary level facilities in urban areas. This percentage showed a 
steady increase from 22.1% for fevers to 26.8% for cough, to 32.4% for 
general problems, to 40.5% for diarrhoea and to 44.2% for other 
symptoms. The corresponding figures for rural areas were 8.0%, 7.2%, 
12.9%, 15.3% and 25.3% respectively. Where secondary level facilities 
are available, as in urban areas, sizeable proportions of sick persons visit 
these facilities directly. However, this proportion showed wide variations 


among different diseases. 
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2.7.9 Action taken by CO and OS : One striking finding from Tables 8 and 9 
is that in both rural and urban areas, the proportion making direct use 
of primary or secondary level facilities was least among persons 
suffering from cough for more than three weeks compared to those 
with cough of lesser duration or with other symptoms. The proportion 
making use of both levels was much higher for persons with cough for 
more than three weeks (32% rural and 30% urban) compared to that 
among the other two groups which had only negligible proportions (1.5% 
or less). It is significant that still about 45% of those with cough for more 


than three weeks had made use of primary level facilities only. 


2.7.10 Action taken by Rural SPs for different durations of sickness: The 
different types of action taken by persons with different durations of 
sickness is shown in Table 10 for rural areas. It may be pointed out that 
the information collected gives only the approximate interval between 
onset of symptoms and taking of action and the findings from this Table 
should only be considered to give some broad indications and possible 
hypotheses for planning further studies. Action at primary level was 
taken by 79.2% of SPs with duration of 0-7 days, 76.5% with duration 
of 8-28 days and 63.5% with duration of 29 days or more (29+) 
showing a steady decline in use of primary level facilities with time. 
The reduction in the percentage visiting PHC from 50.3% for the first two 
durations to 35.4% for the last duration resulted in the lower figure for 
visits to primary level after 29 days or more. It is significant that even after 
29 days more than 60% had visited or continued to visit primary level 
facilities (24.7% visiting PMP and 35.4% PHC). Those directly visiting 
secondary facilities increased from 8.6% for 0-7 days to 12.7% for 8-28 
days and to 15.2% for 29+ days. The same trend was shown for those 
visiting both primary and secondary level facilities, the respective 
percentage being 0.3, 1.8 and 8.3. It is significant that, for each 
duration, the direct use of secondary level was much more than its 


use after visiting primary level facilities. Among those with duration 
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Table 10 
Action taken according to duration of sickness in rural Mysore. 


Duration of sickness in days 


Health facility contacted 


(1) 
1. No action 


2. Action without 
medical consultation 


3. Primary level 


a) PMP 79| 23.8 
b) PHC 167 | 50.3 
c) PMP & PHC 


4. Secondary level 


a) GH 3 10.5| 16.4 
b) NGH 14.6 
c) GH &NGH 


5. Primary & 

Secondary level 

a) PMP & GH 

b) PMP& NGH 

c) PMP & sanatorium 

d) PMP & 2 other 
facilities 

e) PHC & GH 

f) PHC & NGH 


OO 


6. Other combinations 
(mostly 3 or more 
facilities) 

7. Not stated 


Total contribution 


(alone or in 
combination) by 


a) PMP 87 
b) PHC 181 
c) GH 41 
d) NGH 7 


Note : 1. % (1) shows the percentage taking each type of action within each duration 
(vertical percentages) 
2. % (2) shows the percentage with each duration within each type of action 
(horizontal percentages). 


less than eight days, visits to PHC (either alone or in combination with 
others) were most frequent (50.6%) followed by PMP (29.1%), 
government hospital (8.1%) and non-government hospital (0.7%), each of 
them alone or in combination with others. For the long duration of 29+ 
days, the pattern was the same but with more frequent visits to PMP and 
hospital and less to PHC. The relevant figures were : 41.0% to PHC, 
34.4% to PMP, 15.1% to Government Hospital and 5.0% to Non- 
Government hospital, each of them either alone or in combination with 


others. 


2.7.11 Duration for different actions by Rural SPs: The second set of 
percentages given in Table 10 shows some interesting possibilities or 
hypotheses for further investigation. Among those who did not take any 
action, 46.6% had their symptoms for less than eight days only and 
could have taken action later on with increase in duration of symptoms. 
But, it is significant that as large a proportion as 39.7% had symptoms 
for a long time (29+ days, most of which was 90+ days) showing that 
for some reason they had either continued to postpone action or 
decided against it. Those with duration of 8-28 days formed only 13.8% 
of the SPs who did not take any action and formed a trough between the © 
two peaks. Among those who took action without consulting any 
health facility, 69.2% had the symptoms for less than eight days only 
and might have consulted a health facility later on if their symptoms did 
not subside. But, 26.2% had symptoms for a long time (29+ days) and yet 
probably continued to take the same type of action without medical 
consultation or left that also. Again those with duration of 8-28 days 
formed a trough between the two peaks with a negligible proportion of 
4.6%. The pattern was similar among those who had consulted one facility 
viz., PMP, PHC, GH or NGH, with those consulting early (less than eight 
days) and very late (29+ days) together constituting 83.5% to 87.0% of 
those SPs. The trough for duration of 8-28 days had only 13.0% to 16.4% 


of these SPs. The second peak, which could include delayed action and 
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repeated action by visiting the same facility, had the least proportion of 
SPs among those consulting PHC (27.5%) followed by PMP (32.5%), GH 
(40.8%) and NGH with a very high proportion (68.7%). The above three 
groups of SPs (viz., those who took no action, or action without medical 
consultation or consulted only one health facility), which showed a similar 
pattern with two peaks and a trough in between, together formed 80.1% of 
the total SPs (98.8% among those with duration of less than eight days 
and 86.1% among those with duration of 29+days). Thus, SPs in the 
above mentioned three groups fall into three types, one taking early action 
(53.1%) another taking very late action (32.2%) and the third in between 
(14.8%). The first type formed 49.8% of the total SPs and the second type 
30.2% (together 80%). 


2.7.12 Duration for Multiple actions by Rural SPs: Among those taking dual 
actions by consulting both PMP and PHC at the primary level, 73.7% had 
symptoms for 29+ days. Out of those taking dual or multiple actions 
covering both primary and secondary level health facilities, 88.2% had 
symptoms for 29+ days, as could be expected. The total contribution by 
the four types of health facilities also showed the pattern of two peaks and 
a trough in between. The first peak had higher frequency than the second 
peak for PMP and PHC at primary level. But, the second peak had higher 
frequency for GH and NGH at secondary level, the difference in frequency 
for the two peaks being very large for NGH with a frequency of 72.7% for 
the second peak. | 


2.7.13 Action taken by Urban SPs for different durations of sickness: The 
patterns were similar in urban areas (Table 11). So also some interesting 
possibilities or hypotheses for further investigation shown by the second 
set of percentages in Table 11. With increase in duration of 
symptoms, the use of primary level facility steadily declined and that 
of secondary level facilities increased, this being mainly due to the 


higher direct use of secondary level facilities and not that of facilities at 
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Table 11 


Action taken according to duration of sickness in urban Mysore. 


Duration of sickness in days 


. No action 
. Action without 
medical consultation 
. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC 


4. Secondary level 
a) GH 22.6)|. Sa: 
b) NGH ne oe 
c) GH & NGH 


5. Primary and 
Secondary level 
a) PMP & GH 
b) PMP & NGH 
c) PMP & sanatorium 
d) PMP & 2 other 

facilities 
e) PHC & GH 
f) PHC & NGH 
e sup-totat 

6. Other combinations 
(mostly 3 or more 
facilities) 

7. Not stated 


Total 
(alone or in 
combination) by 
a) PMP 
b) PHC 
c) GH 
d) NGH 10.3 


Note : For explanation of % (1) and % (2) see footnotes under table 10. 


both levels, for each duration of symptoms. The relevant figures for the 
decreasing use of the primary level were : 62.3% for duration less than 
eight days, 60.8% for 8-28 days and 47.4% for 29+ days in urban areas 
compared to 79.2%, 76.5% and 63.5% respectively in rural areas (Table 
10). The relevant figures for increased use of secondary level facilities 
were : 27.5% for duration less than eight days, 29.5% for 8-28 days and 
36.9% for 29+ days in urban areas compared to 8.6%, 12.7% and 15.2% 
respectively in rural areas (Table 10). The two peaks among those who 
took no action or action without medical consultation or consulted any one 
facility (viz., PMP, GH or NGH) were also observed in urban areas. The 
total contribution by PMP, GH and NGH, either alone or in combination 
with others, showed the same pattern of two peaks and a through in urban 


areas also. 


2.8. ion taken he Sick (CS HHs 


2.81 


2.8.2 


Additional Data on Action taken by SPs in CS HHs: Only very little 
information on the health facilities visited has been collected from all sick 
HHs because of limitations in time. In order to get more detailed picture, 
some additional questions were asked from CS HHs about the health 
facilities visited when someone was sick (not only CS) during the last six 
months. These details are discussed in the next few paragraphs : 


Particulars of PMP: In the CS HHs, 45.2% in rural areas and 68.3% in 
urban areas had visited a PMP when someone had any symptoms. 
Questions regarding whether the PMP was a registered practitioner, the 
basis of registration and the system of medicine actually practiced could 
not generally be answered by the respondents. While 67.6% of the HHs 
answered that the PMP visited was a practitioner registered on the basis 
of his educational qualification and was practising allopathy, the remaining 
32.4% did not know any of these details. 
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2.8.3 


2.8.4 


2.8.5 


2.8.6 


Distance travelled for contacting PMP : Out of the rural CS HHs 
consulting PMP, 36.6% travelled 1-5 Kms, followed by 21.1% each 
travelling 6-10 km, and 16-20 km, and 7.0% travelling 11-15 km. Only 
1.4% travelled less than 1 km. In sharp contrast, 25.9% in urban areas 
travelled less than 1 km, followed by 66.7% travelling 1-5 km, showing the 
easy approach to PMP for HHs in urban areas. The average distance 
travelled to contact PMP was 12.8 km in rural areas compared to 4.0 
km in urban areas. This question was answered by 100% of the 


respondents in rural areas and 96.4% in urban areas. 


Reason for not contacting PMP : \|n rural areas, 69.1% had visited a 
health institution (HI) — 53.6% because it was nearby and 14.3% because 
of good treatment there. About one-fifth did not take any action. In the 
urban areas, the no action group was larger and formed 32.1% of those 
who did not consult a PMP. Consulting a HI was the reason given by 
53.5% - 21.4% because it was nearby and 32.1% because of good 
treatment at the HI. The non-response rate was quite low-5.6% rural and 
3.4% urban. 


Visits to PMP and HI: When asked whether they had visited a health 
institution (HI) when someone was sick during the last six months, 56.5% 
of the CS HHs in rural areas said they had — 21.1% visiting PMP also. 
The corresponding figures for urban areas were 37.3% and 21.7% 
respectively. While there was no difference between rural and urban 
areas for the percentage of HHs visiting both PMP and HI, those visiting 
only HI was 35.4% in rural areas compared to 15.6% only in urban areas. 


The non-response rate was negligible - 2.5% (rural) and 1.2% (urban). 


Preference among HIs : Among the Hls visited by the rural sample, PHC 
came first (47.2%) followed by government hospital (GH) (9.9%), 
sanatorium (6.6%) and non-government hospital (NGH) (5.5%). Those 
visiting both PHC and GH formed 17.6%. In urban areas, 48.4% contacted 
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2.8.7 


2.8.8 


2.8.9 


GH, 16.1% sanatorium, 42.9% NGH and 6.5% each dual visits to either 
GH and NGH or GH and sanatorium. 


Facilities in HI: Asked about the facilities available in the HI visited, 
56.0% said it was not at all good and 13.2% not so good, in rural areas. 
Only 26.4% stated that it was good compared to 80.6% of CS HHs in 
urban areas. The non-response rate for this question was 4.4% (rural) 


and 9.7% (urban). 


Distance travelled for visiting His : \n rural areas, 66.7% travelled 1-5 
km to reach the nearest HI, followed by 18.9% travelling 6-10 km, 6.7% 
travelling 41-70 km. In urban areas, 60.7% travelled 1-5 km followed by 
14.3% travelling 6-10 km and 10.7% each travelling less than 1 km and 
41.70 km. The proportion of CS HHs who travelled less than 6 km to reach 
the HI was almost equal in rural and urban areas (67.8% and 71.4% 
respectively) and showed that rural and urban HHs had almost equally 
easy access to His, even though a larger proportion (10.7%) from urban 
areas travelled less than 1 km compared to rural areas (1.1%). However, 
this was compensated by a slightly larger proportion travelling long 
distances of 41-70 km in urban areas (10.7%) compared to rural areas 
(6.7%). Consequently, the average distance travelled did not differ 
much - 12.7 km (rural) and 11.0 km (urban). Non — response rate for 
this question was negligible — 0.6% (rural) and 3.6% (urban). 


Nearest HI visited : The vast majority (98.9% rural and 90.3% urban) 
stated that the nearest HI visited dispensed medicines only partly. In rural 
areas, 73.6% travelled by bus and the remaining 26.4% walked to the HI 
(sometimes long distances). The proportion who walked to the HI was 
higher in urban areas (41.4%). While 31.0% went by bus, 24.1% travelled 
by lorry or van. | 
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2.8.10 Other HIs visited: Information was collected for all Hls visited by the CS 
HHs when someone was sick during the last six months so that a 
comparison could be made between the nearest, second nearest and 
farthest. But only 22 CS HHs in rural areas and six CS HHs in urban areas 
have visited atleast one more HI. Detailed information for these His are 
not presented because of the small numbers. However, the situation in 
these Hls appears to be the same with regard to diagnostic facilities being 
not good and medicines being only partly disburssed. Further, long 
distance had to be travelled for such often unsatisfactory services. This — 
could explain why a second HI was visited only by a srnall proportion of 
the HHs. 


2.8.11 Satisfaction with Services : Satisfaction with the services provided by 
the HI visited was less among rural CS HHs (36.0%) compared to urban 
CS HHs (57.1%). The reason for not being satisfied was “treatment not 
good” for 96.5% of those not satisfied in rural areas and for 100% in urban 
areas. The non-response rate was nil for most of these questions and 
negligible for the others, in both rural and urban areas. 


2.9 Prevalence of Chest Symptomatics 


2.9.1 Prevalence in sample villages and wards : Prevalence rate for CS in 
the sample villages of Hanagodu PHC, which had small populations 
ranging from 156 to 751, varied from 1.5% to 5.1% with an overall rate of 
2.2%. The highest prevalence of 5.1% was found in the smallest of these 
villages with a population of 156. The sample villages of Bannithalapura 
PHC were comparatively bigger villages with population ranging from 767 
to 2,643. Among these, the prevalence rate varied from 0.7% to 1.5%, 
with an overall rate of 1.1% which was exactly half of that in Hanagodu 
PHC. While the smallest of these villages had the smallest prevalence 
rate of 0.7%, that for the others varied from 1.1% to 1.5%. The five sample 
wards of Mysore city had prevalence rate varying from 0.3% to 0.9% with 
an overall rate of 0.7%. The prevalence rate in Chamarajanagar town was 


0.9%, with variation from 0.4% to 1.5% among the five sample wards. 


35 


2.9.2 


2.9.3 


2.9.4 


Response to Questions : Out of the total CS, 3.0% in rural areas and 
8.1% in urban areas could not be interviewed. ( No proxy interviews were 
allowed for CS). Detailed information has been collected for the remaining 
164 (97.0%) rural CS and 79 (91.9%) urban CS. However, there was 
some non-response for each question because a few CS did not state 


specific answer for it. This was either nil or negligible. 


Age-sex Prevalence rates :_ \n all, 255 chest symptomatics (CS) were 
identified — 169 in rural areas and 86 in urban areas. Of these, females 
formed 36.5% (34.3% in rural areas and 40.7% in urban areas). The 
prevalence rate per 1,000 population for CS in different age-sex groups in 
rural and urban areas’ is shown in Table 12. The prevalence rate 
steadily increased with age among males and females in rural and 
urban areas. The only exceptions were a slight drop in rate for rural 
females of age 55-64 and urban females of age 25-34 compared to the 
preceeding age group. The overall prevalence rate was lower among 
females (10.1) compared to males (18.0). The prevalence rate for females 
was about half the male prevalence rate in rural areas and about two- 
thirds in urban areas. This lower prevalence was observed for all age 
groups except 15-24 in urban areas. Similarly, the overall prevalence rate 
was higher in rural areas compared to urban areas for all age groups, the 
overall rates being 16.6 (rural) and 8.2 (urban). 


Prevalence rate by type of family, religion and caste, education 
status and occupation : Table 13 shows the prevalence rates in 
different population groups. Joint families had the highest prevalence rate 
and extended families the least, in both rural and urban areas. Families 
with 7-9 members had the highest prevalence rate in rural areas followed 
by those with 1-3 members, 4-6 members and 10 or more members. The 
last group with least prevalence rate is likely to include most of the 
extended families. In urban areas also prevalence rate was lowest in 


families of size 10 or more (5.4 per 1,000) but highest in family size 1-3 
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Table 12 


Prevalence rate for CS in age — sex and rural / urban groups (Mysore District) 


Rural + F: PR (%o) 
Urban M:PR(%o) 
(Weighte 

d rates) T:PR(%o) 


F - Females M -Males : T - Total (both sexes) 


Table 13 


Prevalence rate (PR) per 1000 for CS in some other population groups (Mysore 
District) 


Rural Ovrall PR 


1. Type of family 
Nuclear 
Joint 

Extended 


. Family size 
1-3 
4-6 
7-9 
10 + 


. Religion & caste 
SC/ST 

BCs 

Other Hindus 
Muslims 


. Education level 
Illiterate 
Below SSC 
SSC + 
5. Occupation 
Unemployed 
Students (age 
15+) 
Housewives 
Employed in : 
a. Agriculture in 
allied work 
b. Business & 
allied HH 
industry 
c. Skilled labour 
d. Unskilled 
labour 


NC -—Notcalculated because of small population (less than 500) 
Note — In cols (2) and (5) population of all ages have been used except for population group 5 
(Occupation 


2.9.5 


and 7-9 (about 11 per 1,000 each) with family size 4-6 in between (7.7 per 
1,000). Whereas SC/ST and BCs had almost equal prevalence rate, 
other Hindus had lower rate, in both rural and urban areas. Illiterates 
had much higher prevalence rates (three times or more) compared to 
even those with only limited education below SSC (i.e. literates with no 
schooling and those who studied upto Standards | to IX Only), in both rural 
and urban areas. Even among illiterates, the prevalence rate was higher in 
rural areas (27.9) compared to urban areas (15.3) — almost double. 
Unemployed persons had the highest prevalence rates, with those in 
rural areas having a rate almost three times higher in rural areas (64.4) 
compared to urban areas (21.9) as against being double in the overall rate 
(16.6 and 8.2 respectively given in Table 12 ). Among the larger 
occupation groups in rural areas, the second highest prevalence rate was 
observed for those engaged in agriculture and allied work (22.2) followed 
by housewives (18.0). Among the urban occupation groups with more than 
500 persons in the study sample, unskilled labour had the second highest 
prevalence rate (18.2) after the unemployed (21.9). This was followed by 
those engaged in skilled labour and business and allied HH industry (12.8 
and 12.1 respectively) and housewives and those engaged in agriculture 
and allied work 8.2 and 7.3 respectively. Among those engaged in 
agriculture and allied work, the prevalence rate in rural areas (22.2) was 
more than three times higher compared to those in urban areas (7.3). 
Among housewives, the rural rate was more than double of the urban rate 
(like the overall rate). The prevalence rate for other occupation groups 
also showed some distinct differences which, however, were based on 


small populations. 


Age — Sex distribution of CS : The age-sex distribution of the CS is 
shown in Table 14. The prevalence of CS in the last three age groups was 
more in rural areas as compared to urban areas. Thus, the proportion of 
CS of age 45 or more was higher in rural areas (59.2%) compared to 


urban areas (48.9%). This was compensated by larger percentages in 15- 
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Table 14 


Percentage distribution of chest symptomatics males / females in rural and 
urban areas (Mysore district) 


% 


Rural + 
Urban 
(weighted 
percentages) 


24 and 35-44 age groups in urban areas. The percentage contributions by 
different age groups shown in Table 14 indicate two peaks. Whereas the 
second peak seems to be uniformly at age 65 or more, the location of the 
first peak was at age 35-44 for females and urban males but at age 45-54 
for rural males. The average age of the CS was 49.0 (rural) and 46.2 


(urban). 


2.10 Symptoms during the reference period 


2.10.1 Frequency of additional symptoms : A study of the symptoms present 
during the reference period of the study showed that 14.6% only of rural 
CS and 21.5% of urban CS had no symptom other than cough. At the 
other extreme, those who had fever, chest pain, loss of weight and night 
Sweat in addition to productive cough formed 7.3% in rural areas and 
10.1% in urban areas. Differences between males and females were very 
little. The most common second symptom was chest pain — 75.0% (rural) 
and 65.8% (urban). Next came fever with 36.0% of rural and 50.6% of 
urban CS having this additional symptom. Only 16.5% in rural areas and 
12.7% in urban areas had haemoptysis. This proportion was higher 
among rural males (18.7%) compared to rural females (12.3%). The latter 
did not differ from the proportion of male and female CS having 
haemoptysis in urban areas. Those having fever as an additional 
symptom were more among males compared to females in both rural and 
urban areas. The relevant figures were 38.3% Vs 31.6% (rural) and 
95.3% Vs 43.8% (urban). But, fewer urban males had chest pain (61.7%) 


compared to urban females (71.9%). 


2.10.2 Duration of Cough: Table 15 shows the duration of cough among CS by 
age and sex. Cough of duration more than one year (53+ weeks) was 
reported by 31.1% in rural areas and 29.1% in urban areas. This 
proportion was slightly higher among males as compared to females in 
rural areas. In rural areas, two peaks are distinct, the first for 14-26 weeks 


(3-6 months) and the other for 53+ weeks (more than one year). This is so 
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Table 15 


Duration of cough among CS by age and sex in rural and urban areas (Mysore 


district). 
Area Sex / Total 
age | No 
(2) (3) 


Duration in weeks 


14 — 26 


F - Females M - Males T - Total (both sexes) 


for males and females as well as for the three age groups, all the five 
groups having 29.0% to 38.4% for duration 14-26 weeks and 26.3% to 
35.5% for duration of 53+ weeks. The same trend is seen in urban areas 
for males and 55+ age group only. For females and for age groups 15-34 
and 35-54, the first peak came earlier (1-13 weeks). 


2.10.3 Average duration of cough: The average duration of cough was 33.4 
weeks for females and 32.9 weeks for males, in rural areas. The 
corresponding figures for urban areas were 29.2 and 32.6 weeks 
respectively. Thus, the average duration of cough was less amonguurban 
females compared to the other three groups. The average duration of 
cough in rural areas varied from 31.5 to 34.7: weeks for the three age 
groups. In urban areas, the average duration of cough steadily increased 
with age from 26.6 weeks for 15-34 to 31-4 weeks for 35-54 and to 34.7 
weeks for 55+age group. | 


2.10.4 Occurrence of Chest Pain, by Age: Percentage of CS having chest 
pain decreased steadily with increase in age in both rural and urban 
areas. The relevant figures were 87.1% for 15-34, 75.3% for 35-54 and 
66.7% for 55+ age groups in rural areas and 83.3%, 67.5% and 47.6% 
respectively in urban. areas, the latter showing a faster decline. 
Percentage having chest pain did not differ between rural females (75.4) 
and males (76.6), but was higher among urban females (71.9) compared 


to males (61.7), the latter being the least among these four percentages. 


2.10.5 CS without Chest Pain : The proportion of CS with no chest pain was 
higher among urban CS (34.2) compared to that among rural CS (23.8%). 
The percentage of CS without chest pain was not only higher in urban 
areas but also showed a faster increase with age. While this percentage 
did not differ between rural females (24.6%) and males (23.4%), that in 


urban areas was higher among males (38.3%) compared to females 


(28.1%). 
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2 10.6 Duration of Chest pain: Duration of chest pain among CS by age and 
sex for rural and urban areas is shown in Table 16. The pattern closely 
resembles that for duration of cough. Two peaks, one at 14-26 weeks and 
the other at 53+ weeks is the common pattern. The only exceptions are : 
(1) for CS of age 55+ in rural areas the second peak comes earlier at 40- 
52 weeks and (2) for females and those of age 15-34 in urban areas the 
first peak comes at 1-13 weeks. Chest pain of duration more than one 
year was reported by 20.7% in rural areas and 13.9% in urban areas. 
This proportion was higher among males compared to females, 


particularly in rural areas. 


2.10.7 Average duration of Chest pain: The average duration of chest pain 
was less in urban areas, the reduction being from 23.4 weeks to 17.4 
weeks among females and from 24.6 weeks to 18.0 weeks among males. 
There was no difference between females and males among rural and 
urban CS. The average duration of chest pain for rural CS showed a 
steady decline with increase in age from 29.8 weeks in age group 15-34 to 
24.6 weeks in 35-54 and to 20.8 weeks in 55+. There was no such trend 
for urban CS with the average duration varying from 17.5 to 18.3 weeks. 


2.10.8 Occurrence of Fever by Age: As in the case of chest pain, percentage 
of CS having fever decreased steadily with increase in age in both rural 
and urban areas. The relevant figures were : 54.8% for 15-34, 39.7% for 
35-54 and 21.7% for 55+ age groups in rural areas and 77.8%, 47.5% and 
33.3% respectively in urban areas, the latter again showing a faster 
decline as for chest pain. 


2.10.9 CS without Fever: Among the CS, 63.4% in rural areas and 49.4% in 
urban areas did not have fever as an additional symptom. The lower figure 
for urban areas compared to rural is in striking contrast to those not having 
chest pain which was higher in urban areas (refer para 2.10.5). This 


proportion was higher In females compared to males, the corresponding 


40 


Table 16 


Duration of chest pain among CS by age and sex in rural and urban areas 
(Mysore district) 


Duration in weeks 


2.10.10 


2.10.11 


2.10.12 


figures being 68.4% and 60.7% respectively in rural areas and 56.2% and 
44.7% respectively in urban areas. This higher figure among females is 
also in sharp contrast to the lower duration for chest pain among urban 
females (refer para 2.10.5). As in the case of chest pain, consequent to 
the decreasing trend for CS with fever (para 2.10.8), the proportion of CS 
without fever steadily increased with age in both rural and urban areas. 
The corresponding figures are : 45.2% in 15-34, 58.9% in 35-54 and 
78.3% in 55+ in rural areas and 22.2%, 52.5% and 66.7% respectively in 
urban areas. As for chest pain, the increase in the proportion not having 


fever was steeper in urban areas. 


Duration of Fever. Duration of fever by age and sex in rural and urban 
areas is shown in Table 17. The two peaks observed for durations of 
cough and chest pain are not that prominent in the case of fever. The 
proportion having fever for more than one year was 12.2% in rural areas 
and 7.6% in urban areas. This percentage was higher among males in 


both rural and urban areas. 


Average duration of Fever. The average duration of fever was less 
among females as compared to males in both rural and urban areas. 
The corresponding figures are : 9.4 weeks and 13.8 weeks respectively in 
rural areas and 10.4 weeks and 15.3 weeks respectively in urban areas. 
Among rural CS, the highest duration of fever (18.3 weeks) was observed 
for age 15-24 and lowest (7.2 weeks) for age 65+. There was a general 
decrease in duration with increase in age except for age 45-54 which 
showed a slight increase compared to the earlier age group. There was no 
such trend in urban areas. The highest duration was reported by age 
group 25-34 and lowest by 55-64. 


Occurrence of Haemoptysis: Additional symptom of haemoptysis was 


not reported by 83.3% of urban CS. This proportion was less in males 


(81.3%) compared to females (87.7%), in rural areas. The proportion of 
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Table 17 


Duration of fever among CS by age and sex in rural and urban areas 
(Mysore district) 


Area Sex / Duration in weeks 


SO ame 


Rural 
Urban 


2.10.13 


2.10.14 


CS without haemoptysis was highest in age group 55+ in rural areas 
(90.0%) and in age group 15-34 in urban areas (94.4%). It was least in 
35-54 age group in both areas. Among those having haemoptysis, three 
times or more was most common, about 70% among both females and 
males in rural areas. Among urban CS, this proportion was less among 
females (50.0%) compared to males (83.3%). But these percentages are 
based on very small number of CS with haemoptysis (4 to 6 except for 
rural males with 20). Analysis by age is not presented because of small 


numbers. 


Occurrence and duration of loss of weight. Loss of weight was not 
reported by 59.1% of rural CS and 55.7% of urban CS. Differences 
between males and females were small in both areas. In rural areas, the 
proportion of CS without loss of weight was least (52.1%) in age group 35- 
54 and highest (66.7%) in 55+ age group. In urban areas, it was least 
(50.0%) in age group 15-34. Among the rural CS who had reported loss 
of weight, the duration was 14-26 weeks for 40.9% of females and 35.6% 
of males. Next in frequency was 1-13 weeks and 53+ weeks for females 
(18.2% each) and 1-13 weeks for males (24.4%) followed by 53+ weeks 
(20.0%). The pattern was similar among urban CS with a peak duration of 
14-26 weeks followed by 1-13 weeks and 53+ weeks with almost equal 
frequencies. Those having loss of weight even in the combined age 
groups were too small in numbers to study the duration pattern among 


different age groups in rural and urban areas. 


Average duration for loss of weight : This was somewhat smaller for 
rural females (10.7 weeks) compared to urban females (13.4 weeks). In 
rural areas, the biggest average duration for loss of weight (14.4 weeks) 
was observed for age group 45-54 and least for age group 65+ (6.3 
weeks). In contrast, in urban areas, age group 55-64 had the highest 
average duration for weight loss (17.7 weeks) and 15-24 age group the 


least (5.3 weeks). 
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2.10.15 Occurrence and duration of Night Sweat : Night sweat was not 
reported by 70.7% in rural areas and 60.8% in urban areas. The 
differences between males and females were small in both areas. Among 
the rural CS having night sweat, the duration with the highest frequency 
was 14-26 weeks for both males (41.2%) and females (32.3%). Next in 
frequency was 1-13 weeks for females and 53+ weeks for males (about 
35% for each). Among urban CS, 30.8% each had duration of 1-13 weeks 
and 53+ weeks, for females. Among the urban males, the highest 
frequency was for 1-13 weeks (38.9%) followed by 22.2% each for 14-26 
weeks and 40-52 weeks. The numbers with night sweat were too small 
even in the combined age groups for studying the duration pattern for 


different age groups in rural and urban areas. 


2.11 Initial Symptoms 
2.11.1 In rural areas, cough alone was the most common initial symptom (31.1%) 


followed by cough and chest pain (28.7%), cough, chest pain and fever 
(9.8%) and cough and fever (7.9%). In urban areas also cough alone was 
the most common initial symptom (39.2%) but was followed by cough, 
chest pain and fever (15.2%), cough and chest pain (13.9%) and cough 
and fever (11.4%). 


2.12 Actions taken by CS 
2.12.1 Number of Actions : Out of 164 rural CS interviewed, one could not give 


a satisfactory answer for the number of actions taken. Of the remaining 
163 CS, 28 (17.2%) did not take any action, 44 (27.0%) took one action, 
45 (27.6%) took two actions, 32 (19.6%) took three actions, 11 (6.7%) 
took four actions and one (0.6%) each took five, six and seven actions. - 
Among the 79 urban CS interviewed, 12 (15.2%) did not take any action, 
27 (34.2%) took one action, 21 (26.6%) took two actions, 13 (16.5%) took 


three actions, 5 (6.3%) took four actions and one (1.3%) took six actions. 
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2.12.2 Influencing factors considered: The possible influence of some factors 
on the number of actions taken is studied in the following paragraphs. 
The intention was to study the possible influence of some other factors 
also like education levels of the CS and his/her HOH. But the vast 
majority of the CS and their HOH were illiterate, leaving small numbers 
only under “below SSC” and “SSC+". This was particularly so in urban 
areas which had fewer CS. Because of the small number of CS taking 
more than four actions, these have been clubbed with four actions to form 
a combined group of four or more actions. While interpreting the 
percentages and averages given for the urban areas, it has to be 
remembered that most of these are based on small number of CS. This 


also applied to some of the percentages and averages given for rural also. 


2.12.3 Influence of duration of cough: Table 18 indicates the influence of 
duration of cough on the number of actions taken by rural and urban CS. 
The average number of actions taken increases steadily with 
increase in the duration of cough in rural areas. The same appears to 
be the case among urban CS also. The proportion not taking any action 
among rural CS showed a steady decrease with increase in the duration 
of cough. Among the CS with duration of 3-13 weeks, the largest 
percentage took one action (48.0%). Among the CS with the three larger 
durations, the largest proportion took two actions. It appears that the third 
action may not be influenced so much by the duration of cough. But, the 
percentage taking four or more actions increased steadily with increase in 


the duration of cough in rural areas. 


2.12.4 Influence of duration of Chest pain: The average number of actions 
taken by CS with different durations of chest pain did not show any trend 
in rural and urban areas (Table 19). Among the rural CS, the percentage 
not taking any action decreased steadily with increase in the duration of 
chest pain but at a slower rate than for duration of cough. Out of the CS 


without chest pain (duration 0 weeks) equal proportions took one, two or 
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Table 18 


Influence of duration of cough on the number of actions taken by rural and 
urban CS (Mysore district) 


Percentage of CS with different durations of cough taking each no. of action 
Action No. Urban 

3-13 27 — 52 3-13 | 14-26 53+ 

weeks | weeks | weeks | weeks weeks | weeks 


a 


4.0 9.6 


No. of CS 


Mean no 
of actions 


(1) 
0 
1 
2 
3 

4+ 


Table 19 


Influence of duration of chest pain on the number of actions taken by rural and 
urban CS (Mysore district) 


Percentages of CS with different durations of chest pain taking each no. of.action 
Rural Urban 


0 4—A3ele44 —26) 27 = 52, 453+ e) 1-13 | 14-26 | 27-52 | 53+ 
weeks | weeks | weeks weeks | weeks | weeks | weeks | weeks weeks weeks 
2 (4) 


0.0 


eae 
~ 


Note : Some of these percentages, particularly urban, are based on small numbers. 


three actions. As in the case of duration of cough, the largest percentage 
of CS with chest pain for 1-13 weeks took one action (50.0%). For all the 
CS with the three larger durations, the largest percentage took two 
actions. However, the same percentage of CS with chest pain for 27-52 
weeks (26.9%) took one and two actions. Proportion of CS taking three 
and four or more actions steadily increased with increase in the duration of 
chest pain. There was no clear pattern among urban CS except for a 
steady decrease in those taking one action with increase in duration of 


chest pain. 


2.12.5 Comparison of Influence of cough and chest pain: A comparison of 
Tables 18 and 19 shows that among those with duration upto 13 weeks, 
only 4% with this duration of cough had taken three or more actions 
compared to 15% with the same duration for chest pain. Thus, it appears 
that for the same duration of symptoms the presence of chest pain 
leads to more action than presence of cough. But when the duration is 
prolonged to 14-26 weeks, the position is reversed with a larger proportion 
of CS with cough of duration of 14-26 weeks taking three or more actions 
(25.4%) compared to 20.0% of CS with chest pain of that duration taking 
three or more actions. 


2.12.6 Influence of Age : Among the rural CS, the percentage not taking any 
action increased with increase in age (Table 20). This percentage 
among CS of age 55+ (21.7%) was more than double of that among CS 
of age 15-34 (9.7%). The situation seems to be the same among urban 
CS also. While two actions were most frequent among rural CS of age 
15-34 and 55+, one action was most frequent among CS of age 35-54. 
One action was most frequent among urban CS of all the three age 
groups (28.6% to 38.9%). About one-third of the rural and urban CS of 
age 15-34 took two actions. The average number of actions taken was 
higher among CS of age 15-34 compared to those of the two higher age 
groups in rural areas. This seems to be the case in urban areas also, but 
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Table 20 


Influence of age on the number of actions taken by rural urban CS 
(Mysore district) 


Action No. 


Percentage of CS different age groups taking each no. of action 
SSS. ee a ee 
35 — 54 yrs | 55 + yrs | 15 — 34 yrs | 35 — 54 yrs 


Table 21 


Influence of sex on the number of actions taken by rural and urban CS 
(Mysore district) 


Action No. | Percentage of male and female CS taking each 
no. of action 


15.6 


0) 12.3 19.6 


Mean no. 
of actions 


the picture is not clear due to small number of CS. Thus, age of the CS 
appears to influence both “not taking action” and number of actions 


taken. 


2 12.7 Influence of Sex : Table 21 studies the influence of sex of the CS on the 
number of actions taken. There is hardly any difference in the average 
number of actions taken by males and females in both rural and 
urban areas. Among the rural CS, the proportion not taking action was 
smaller for females (12.3%) compared to males (19.6%). The largest 
frequency among rural females was for two actions (33.3%) followed by 
one action (26.3%). This relative position was reversed for males with 
27.1% taking one action and 24.3% taking two actions. Among urban CS, 
equal proportions of males and females (about 15%) did not take any 
action. The largest frequency was observed for one action followed by 


two actions, among males and females. 


2.12.8 Influence of type of Family: The pattern for number of actions taken 
(including no action) did not differ much between CS belonging to nuclear 
and joint families in both urban and rural areas, except that among rural 
CS, largest percentage among nuclear families took one action followed 
by two actions but their relative positions were reversed among joint 
families (Table 22). The average number of actions taken also did not 
differ between the two types of families in both rural and urban areas. The 
number of CS in extended families was too small for any worthwhile 
comparison. 


2.12.9 Influence of Occupation : The percentage not taking action was least 
among housewives and highest among the unemployed and students, in 
both rural and urban areas (Table 23). Among housewives and 
unemployed and students, two actions were more common in rural areas 
followed by one action. But, employed CS showed the opposite pattern 


with more of them taking one action. Among urban CS, one action was 
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Table 22 


Influence of type of family on number of actions taken by rural and urban CS 
' (Mysore district) 


Percentage of CS in different types of families 
Action No. taking each no. of action 
Nuclear 


RUE 6) Tea 2) 


4 


No. of CS 


Mean no. 
of actions 


Note : Extended families are not included in this table because of small numbers. 


Table 23 


Influence of occupation on the number of actions taken by rural and urban CS 
(Mysore district) . 


Percentage of CS in different occupation groups taking each no. of action 


| Unemployed | Housewives | Employed Unemployed | Housewives Employed 
and students 


Action No 


and students 


4+ 


No. of CS 


Mean no. 
of actions 


2.12.10 


ra 


the most common for all the three occupation groups. The percentage 
taking one action was also more in each of these three groups compared 
to that among rural CS. The average number of actions taken did not 
differ much among the three groups in rural areas. It was highest among 
urban housewives (2.1) followed by employed (1.7) and unemployed and 


students (1.2). 


Influence of highest level of Education in HH: The influence of the 
highest level of education in HH is studied in Table 24. The percentage 
not taking action was least among rural CS living in HHs with the 
highest education level of SSC or more (6.7%) compared to 17.9% for 
those in HHs with only illiterates and 22.0% for CS living in HHs with the 
highest level of education below SSC. The pattern was almost similar 
among urban CS with the highest percentage (26.7%) for the illiterate 
group and almost equal proportions for the other two groups (12.0% and 
12.8%). The maximum frequency was observed for one action in the first 
two groups of rural CS (28.6% and 25.3%) and for two actions for the last 
group with higher level of education (37.8%). The pattern was similar 
among urban CS, but with a much larger proportion (60.0%) taking one 
action among illiterate CS. The average number of actions taken was 2.1 
for CS living in rural HHs with the highest level of education of SSC or 
more and 1.7 to 1.9 for other two groups. The average number of actions 
taken by the urban CS increased with increase in the highest level of 
education in the HH — from 0.9 to 1.7 to 2.0. 


Influence of religion and caste : Average number of actions taken was 
highest for Other Hindus and lowest for SC/ST with BCs in between, for 
both rural and urban CS. (Table 25). But the differences were small 
varying from 1.5 to 1.9 except for Other Hindus among rural CS (2.8). 
One action was most common for all the six groups shown in the Table 
except for SC/ST (rural) with highest frequency for two actions. No action 
by rural CS was most common among SC/ST (28.0%) followed by BCs 
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Table 24 


Influence of the highest education level in the HH on the number of actions 
taken by rural and urban CS (Mysore district) 


Percentage of CS in different highest education levels in HH 
Action No. taking each no. of action 
ee Rural | Urban 

Below SSC 
(7) 


Table 25 


Influence of Religion and Caste on the number of actions taken by 
rural and urban CS (Mysore District) 


Percentage of CS in different religion and caste groups 
No. of 
Actions 


Hindu 


(13.0%) and Other Hindus (8.3%). Among urban CS, no action was most 
common among BCs (19.6%) and least common among SC/ST (5.6%) 


with Other Hindus in between (10.0%). 


21212 Influence of Family size : Among rural CS, proportion not taking action 
steadily increased with family size from 14.3% for size 1-3 to 23.4% for 
size 7-9 but fell steeply to 7.1% for size 10+ (Table 26). This proportion 
was highest (33.3%) among urban CS for size 1-3 and nil for size 10+ 
(based on only 7 CS). Among rural CS, for those of size 1-3 and 10+ three 
actions were most common followed by one action. Of the other two, one 
action was most common for size 4-6 and two actions for size 7-9. Among 
urban CS, one action was most common for all sizes except 10+. Average 
number of actions by rural CS varied from 1.7 for size 7-9 to 2.2 for size 1- 
3. Range for urban CS was from 1.4 for size 7-9 to 1.9 each for sizes 4-6 
and 10+. 


2.13 Details for each action 
2.13.1 Symptoms present at the time of each action : The distribution of CS 
by symptoms present at the time of each action is shown in Table 27. The 
proportion having cough with haemoptysis increased steadily with 
number of actions in both rural and urban areas. The relevant figures 
were : 10.4%, 13.2% and 15.2% for actions one, two and three 
respectively in rural areas and 4.5%, 20.0% and 31.6% respectively in 
urban areas which showed a much steeper increase. Among the five 
groups without haemoptysis, the order of frequency for first action among 
rural CS was cough and one more symptom (41.5%), cough alone 
(27.4%), cough and two more symptoms (16.3%). For second and third 
action, cough and two more symptoms became more frequent than cough 
alone. Among urban CS taking first action, cough alone (37.3%) was most 
frequent followed by cough and one more symptom (26.9%), cough and 
two more symptoms (20.9%). These three groups followed a similar 


pattern for all the three actions. While cough and one more symptom was 
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Table 26 


Influence of Family size on the number of actions taken by 
rural and urban CS (Mysore District) 


Percentage of CS in different family size taking difference no. of 


No. of actions 
Actions 


Table 27 


Distribution of CS by symptoms present at each action (Mysore district) 


1. Cough with 
haemoptysis 
(with or without 
other symptoms) 


. Without 
haemoptysis and 
with 

a) Cough alone 


b) Cough & 1 more 
symptom 


c) Cough & 2 more 


symptoms 

d) Cough & 3 more 
symptoms 

e) Cough & 4 more 
symptoms 


most common symptom present at the time of each action by rural CS, 
cough alone was most common at the time of each action by urban CS. 
Further, a larger percentage of those taking each action had cough alone 
among urban CS compared to rural CS. These indicate that a substantial 
proportion of urban CS take action before other symptoms develop or 
additional symptoms develop later on (more slowly) among urban CS. For 
the other two groups, the frequencies (though small) steadily increased 
with number of actions in both rural and urban areas except for a drop for 
cough and three more symptoms for third action. While the trend showed 
only a slow increase among rural CS, it was steeper among urban CS. 


Even so, the maximum frequency for these two groups was only 15.8%. 


2.13.2 Interval between onset of symptoms and first action : The first action 
was taken by 43.0% of rural CS and 41.8% of urban CS after an interval of 
1-7 days from the onset of symptoms (Table 28). It is significant that 
15.5% of rural CS and 4.5% of urban CS had acted only after 30 days. 
The proportion who took the first action within 15 days was 71.9% 
(rural) and 85.1% (urban). The average interval from onset of symptoms 
to first action was 42 days for rural CS and 94 days for urban CS. This 
may at least partly be due to the average interval being affected to a larger 
extent by extreme values in urban areas compared to rural areas. Yet, it is 
surprising that, despite the availability of health facilities within easy 


reach, more urban CS had delayed their first action. 


2.13.3 Interval between onset of symptoms and second action : The second 
action was taken by 29.7% of rural CS within 5-30 days, 25.3% within 31- 
60 days and 25.3% after a long interval of more than 210 days. The 
corresponding figures for urban CS were 30.0%, 17.5% and 22.5% 
respectively. The second action was taken by about 72% of the CS in both 
areas by 150 days. The average interval between onset of symptoms and 
second action was almost the same in rural (182 days) and urban (186 


days) areas. Yet, only a smaller proportion (47.5%) had taken the second 
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Table 28 


Interval between onset of symptoms and different actions (Mysore district). 


Interval for | No. of | Percent | Cum Mean 
Action | action 
No. 


percent | interval 


interval 
(days) 


percent 
of CS 


of CS (days) 


(6) 
42 


action within 60 days in urban areas as compared to 55.0% of rural CS, 
indicating some delay in taking second action by urban CS. It is 
significant that about 30% of rural and urban CS had taken even the 
second action within 30 days and 55.0% (rural) and 47.5% (urban) 
within 60 days. 


2.13.4 Interval between onset of symptoms and third action : On the 
average, the third action was taken after 308 days by rural CS and 
327 days by urban CS. While about 21% of rural and urban CS had 
taken even the third action within 60 days, only 26.3% of urban CS had 
taken the third action within 90 days compared to 39.1% of rural CS. 
Further, a larger proportion of urban CS took more than 360 days for third 
action (36.9%) compared to rural CS (29.3%). Within 150 days from onset 
of symptoms, only 36.8% of urban CS had taken the third action 
compared to 56.5% of rural CS. These indicate more delay in taking the 
third action also by urban CS: It is surprising that even with facilities 
available within easy reach, all actions have been delayed in the case of 
urban CS. 


2.13.5 Type of Health facilities visited for First Action : \n rural areas, 80.0% 
of the first action was visits to primary level health facilities (44.4% to 
PMP and 35.6% to PHC) (Table 29). Since there was no PHC or 
equivalent in urban areas, the primary level visits were confined to PMP 
(71.6%). This reduction in visits to primary level facilities in urban areas 
was more than compensated by more frequent use of secondary level 
general health facilities - 25.4% (urban) compared to 19.3% (rural). About 
80% of this secondary level use was of Government hospitals (GH) and 
20% non-government hospitals (NGH), in both rural and urban areas. First 
action by visiting specialised facilities was nil for sanatorium and DTC by 


both rural and urban CS, except for one urban CS visiting sanatorium. 
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Table 29 


Distribution of CS by type of health facility contacted for each action 
(Mysore district) 


Health 
facility 


No. | % 


: 18 
: 9g 
; 6 
NGH 5 
DTC : 0 
Sanatorium A 8 
Others ; 0 
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Table 30 


Distribution of CS by number of visits to each health facility contacted 
for each action (Mysore district) 


Action 1 Action 3 
|No. |% [No. |% [No [% | 
(3) (5) 


of visits 


2.13.6 Type of Health facilities visited for second action: For the second 
acition, the use of primary level facilities was less but still quite high 
— 62.7% (rural) and 52.5% (urban). The rural CS made much more use 
of PMP (48.4%) compared to PHC (14.3%). In both areas, 27.5% made 
use of secondary level facilities for the second action, showing an 
increased use by rural CS (from 19.3% for first action). While the share of 
GH was the same (80%) in rural areas, it was reduced to 54.5% in urban 
areas, showing an increased use of NGH for second action. Use of 
specialised facilities for second action rose from 0.0% to 9.9% among 
rural CS (8.8% to sanatorium and 1.1% to DTC). The rise was steeper 
among urban CS from 1.4% to 20.0% (17.5% to sanatorium and 2.5% to 
DTC). 


2.13.7 Type of Health facilities visited for Third Action: The use of primary 
level facilities for third action was unexpectedly very high (58.7%) 
among rural CS (39.1% to PMP and 19.6% to PHC) and still high among 
urban CS (31.6%). While the use of secondary level general health 
facilities did increase to 31.6% (from 27.5% for second action) in urban 
areas, it surprisingly showed a decrease from 27.5% to 23.9% in rural 
areas. The use of specialised facilities was higher for third action 
compared to the second action — from 9.9% to 17.4% (rural) and from 
20.0% to 36.8% (urban). But this was confined to sanatorium only and 
DTC was not mentioned at all. In all, only one rural CS and one urban CS 
had mentioned visit to DTC for all the actions combined. The continued 
high use of primary level facilities for second and third actions and 
the negligible proportion of CS visiting specialised facilities for 
second and third action shows that the former hardly refers CS to 


the latter for more appropriate diagnosis and treatment. 


2.13.8Number of visits to each Health Facility : For each action, multiple 
visits were often made. Table 30 gives the distribution of CS by number of 


visits to a health facility for each action. Among the rural CS, the largest 


a AE ALTH Cc 
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proportion (30.1%) made eight or more visits for the first action followed by 
23.3% making two visits and 15.0% one visit. The pattern was slightly 
different among urban CS with 22.7% making eight or more visits followed 
by 21.2% each making three or four visits and 13.6% each one or two 
visits. The average number of visits for first action was 4.5 (rural) and 
4.8 (urban). Fewer visits were made for the second action — average 
of 3.5 (rural) and 3.1 (urban). The pattern in rural and urban areas did not 
differ much for the second action except for higher proportion making two 
visits (28.6%) compared to 18.7% for one visit among rural CS and the 
opposite picture among urban CS with 43.6% making first visit and 17.9% 
second visit. Though the average number of visits for the third action 
was the same among both rural and urban CS (3.6), the pattern 
differed. Among rural CS, 28.9% made only one visit followed by 17.8% 
each making two and 5-7 visits and 13.3% eight or more visits. Among 
urban CS, 31.6% made two visits followed by 26.3% with 5-7 visits and 
21.1% with one visit. Among rural CS, the percentage making only one 
visit increased with increase in the number of actions. A similar increasing 
trend was observed among urban CS for two visits and 5-7 visits. But a 
decreasing trend was observed for three visits and eight or more visits. 
Altogether, 1,197 visits were made by 135 rural CS who had taken action 
giving an average of 8.9 total visits per CS. Corresponding figures for 
urban CS were 588 visits by 67 CS giving an average of 8.8 total visits per 
CS. 


2.13.9 Distance travelled for First Action : Table 31 shows the distribution of 
CS by distance travelled for taking each action. For the first action, 53.7% 
of the rural CS travelled only 1-5 km followed by 20.9% travelling 6-10 km. 
Since health facilities were not present in most of the villages, only 2.2% 
travelled less than 1 km. With health facilities within easy reach, 22.4% of 
the urban CS travelled less than 1 km and 71.6% travelled 1-5 km. The 
average distance travelled for taking first action was 9.9 km for rural 
CS and 4.3 km for urban CS. 
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Table 31 


Distribution of CS by distance travelled for each action (Mysore district) 


Action 1 Action 2 Action 3 


Distance Action 1 


(Km) % _|No. |% | No. _ 

3 15 3 2 

72 48 19 8 

28 0 5 4 

6 1 3 2 

14 0 0 0 

5 0 1 0 

5 2 6 2 

1 } 1 3 1 

| _sotal |, 134] | A cry; 
Phe A peas 
Mean 22.7 27.9 4.4 19. 14. 

distonce | . om 


213.10 Distance travelled for second action : For the second action, 23.1% 


2.13.11 


2.13.12 


each of the rural CS travelled 1-5 km and 16-20 km. Next in frequency 
was 17.6% travelling 6-10 km and 16.5% travelling 41-70 km. Thus, while 
40.7% of rural CS travelled 0-10 km, a slightly bigger percentage of 47.3 
travelled 16-70 km for taking second action. In sharp contrast, among 
urban CS, 67.5% travelled 1-10 km and 17.5% travelled 16-70 km, for 
taking second action. The average distance travelled for taking 


second action was 22.7 km for rural CS and 19.0 km for urban CS. 


Distance travelled for Third Action : Among rural CS, 50.1% travelled 
0-10 km for taking third action, 32.6% travelled 16-70 km and 15.2% more 
than 70 km. The corresponding figures for urban CS were 73.7%, 10.5% 
and 5.3% respectively. The average distance travelled for taking third 
action also was less for urban CS (14.9 km) compared to rural CS 
(27.9 km). As many as 52.6% of the urban CS travelled only 0-5 km for 
taking even the third action. Considering all actions together, travelling 1 
to 5 km was most common among both rural and urban CS. But, while 
38.7% did so among rural CS, 56.4% did so among urban CS. Average 
distance travelled for all actions together was 18.2 km for rural CS 
and 10.9 km for ubran CS.. 


Mode of Transport : Among rural CS, 74.6% went by bus to take their 
first action and 23.9% walked. The corresponding figures for urban CS 
were in sharp contrast - 10.3% and 66.2% respectively. Nearly one-fifth 
used unscheduled transport like van and lorry. Walking to the health 
facility was much less for the second action for both rural and urban CS, 
the percentage coming down from 23.9 to 7.7 for rural CS and from 66.2 
to 32.5 for urban CS. This led to an increase in the use of bus from 74.6% 
to 92.3% by rural CS and from 10.3% to 45% by urban CS. The 
proportion using unscheduled transport was almost the same (17.5%) for 
urban CS. For the third action, 89.1% of rural CS used bus and the 
remaining 10.9% walked. Among urban CS, 52.6% went by bus, 36.8% 
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by foot and 10.5% by unscheduled transport. While travelling by bus was 
most common for visiting PMP among all actions by rural CS (88.5%), 
11.5% had walked. The corresponding percentages for visiting PHC were 
54.8% and 42.5% respectively, with a negligible 2.7% using own bicycle. 
The higher proportion of rural CS who walked to PHC (42.5%) compared 
to PMP (11.5%) indicates better proximity of PHC. Out of all actions by 
urban CS, 65.4% walked to PMP. The next common mode of travel was 
use of van (15.4%) and bus (14.1%). Only for 3.8% of all actions own 


bicycle was used. 


2.14 Single and Multiple Actions to Health Facilities 
2.14.1 Frequency of Single and Multiple Actions : The distribution of rural and 
urban CS according to single and multiple actions to general health 
facilities (GHFs) and special health facilities (SHFs) is shown in Table 32. 
Among the rural CS, 32.6% made single contact with a GHF — 15.6% to 
PHC, 13.3% to PMP and negligible for GH or NGH and nil to SHF. Single 
actions were more among urban CS (40.3%) — 29.9% to PMP, 9.0% to 
GH, nil to NGH and negligible to sanatorium and nil to DTC. Two or more 
actions to the GHF were made by 18.5% of rural CS and 14.9% of urban 
CS. While such actions were made to PHC (11.1%) and PMP (7.4%) by 
rural CS, only PMP had two or more actions by urban CS. Multiple 
actions to combinations of GHFs only were taken by 31.9% of rural CS 
and 22.4% of urban CS. Multiple actions to combinations of GHF and 
SHF were almost entirely confined to GHFs and sanatorium, the rural CS 
making fewer such contacts (12.6%) compared to urban CS (20.9%). 
Combinations with DTC were either negligible or nil. Among rural CS, 
83.0% had contacted only GHFs compared to 76.1% by urban CS. Those 
contacting sanatorium or DTC (mostly the former) comprised 14.1% for 
rural CS and 23.9% for urban CS. The influence of some factors on 


making single or multiple actions are studied in the following paragraphs. 
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Table 32 


Distribution of rural and urban CS by single and multiple contacts with health 
facilities (Mysore district) 


_ Two or more contacts with 
same GHFs 
a) PMP 
b) PHC 
c) GH 
d) NGH 


Seitoa a0. -.ak|.. 2al.. 185(e°. 10| ome 


. Multiple contacts with 
combinations of GHFs/SHFs. 
a) GHFs only 
b) GHFs and Sanatorium 
c) GHFs and DTC 
d) GHFs, sanatorium and DTC 


ee Ol ee 
uh 
A. Contacting only GHFs 
B. Contacting SHFs sanatorium or 
DTC 


2.14.2 Influence of Age : Table 33 studies the influence of age. Among rural 
CS, single contacts were more common in age group 35-54 (44.3%) and 
least in age group 15-34 (17.9%). The position was reversed for two or 
more contacts with GHF - 11.5% in age group 35-54 and 32.1% in age 
group 15-34. There was not much difference between age groups for 
single actions among urban CS but decreased steadily with increase in 
age for two or more actions to GHF. Multiple contacts with 
combinations of GHFs only increased with age among rural CS (from 
21.4% to 40.4%) and among urban CS (from 6.2% to 46.7%). On the 
contrary, multiple contacts with GHFs and sanatorium steadily decreased 
with age among rural CS (from 25.0% to 4.3%) and among urban CS 
(from 31.2% to 6.7%). Contacts with sanatorium or DTC (consisting mainly 
of the former) decreased steadily with age - from 28.6% to 6.4% among 
rural CS and from 37.5% to 6.7% among urban CS. 


2.14.3 Influence of Sex : Among urban CS, single contacts with GHFs were 
more frequent among females (48.1%) compared to males (35.0%) (Table 
34). The situation appears to be the opposite among rural CS-30.0% 
among females and 34.9% among males. Similarly, the pattern was just 
the opposite for two or more contacts with GHFs also — larger percentage 
for females than for males among rural CS and smaller percentage for 
females than for males among urban CS. While multiple contacts with 
combinations of GHFs only were less common among rural females 
(24.0%) compared to males (36.0%), the position was the opposite for 
multiple contacts with combinations of GHFs and sanatorium among rural 
CS - 22.0% for females and 7.0% for males. There was no difference 
between males and females among urban CS for these two types of 


actions, the figures varying from 20.0% to 22.5% only. 
2.14.4 Influence of Type of Family : Table 35 shows that single contacts with 


GHFs among rural CS were more frequent for CS of nuclear families 


(38.5%) compared to CS of joint families (30.5%). The situation was just 
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Table 33 


Influence of age on single and multiple contacts with health facilities by rural 
and urban CS (Mysore district. 


Visits to health Urban — age group 
facilities 15-34 | 35- o5+ 
% % z 
2) |G) | 4) 7) 
1. Single contact 
with GHF or 
SHF’s 
a) PMP 10 , 
b) PHC 14 | 23.8 
c) GH 
d) NGH 
e) Sanatorium 
f) DTC 


2. Twoormore 
contacts with 
same GHFs 


a) PMP 
b) PHC 
c) GH 

d) NGH 
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3. Multiple 
contacts with 
GHFs /SHFs 


a) GHFs only 6 

b) GHFs and 7 
Sanatorium 

c) GHFs and 0 
DTC 

d) GHFs, 


sanatorium 
and DTC 
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4. Other 
combinations 

' | A. Contacting GHFs | 20] 717.4} 52]! 85.2 
only 

B. Contacting SHFs 8 | 28.6 8] 13.1 
(DTC or 
sanatorium) 


Table 34 


Influence of sex on single and multiple contacts with health facilities by rural 
and urban CS (Mysore district). 


Contacts with health 
facilities 


. Single contact with 
GHF or SHF’s 


. Two or more contacts 
with same GHFs 
a) PMP 
b) PHC 
c) GH 
d) NGH 


3. Multiple contacts with 

GHFs/SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 
and DIC 


A. Contacting GHFs only 
B. Contacting SHFs (DTC 
or sanatorium) 


Table 35 


Influence of type of family on single and multiple contacts with health facilities 
by rural and urban CS (Mysore district) 


Rural — type of family Urban — type of family 
| Nuclear | Joint__| __Nuclear Joint 
% 
(2) (4) | (6) 


Contacts with health 
facilities 


1. Single contact with 

GHF or SHF’s 

a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 

f) DTC 


2. Two or more contacts 
with same GHFs 

a) PMP 

b) PHC 

c) GH 

d) NGH 


3. Multiple contacts with 

GHFs /SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 
and DTC 


| Sub-total | 22 | 
4. Other combinations 
Ll” Se aE 
A. Contacting GHFs only 
B. Contacting SHFs (DTC 
or sanatorium) 


opposite among urban CS - single actions were less frequent for CS of 
nuclear families (39.4%) compared to CS of joint families (48.3%). Two or 
more contacts with GHF also showed a similar opposite picture - the 
frequency for rural CS of nuclear families being less (15.4%) than for CS 
of joint families (19.5%) and frequency for urban CS of nuclear families 
being more (18.2%) than for CS joint families (13.8%). There was no 
difference between the two types of families for multiple contacts with 
combinations of GHFs only by rural CS and for multiple contacts with 
combinations of GHFs and sanatorium by urban CS. While multiple 
contacts with combinations of GHFs and sanatorium by rural CS appears 
to be less among CS of nuclear families (9.6%) compared to CS of joint 
families (14.6%), multiple contacts with combinations of GHFs only by 
urban CS appear to be more among CS of nuclear families (24.2%) 
compared to CS of joint families (17.2%). 


2.14.5 Influence of Family Size : The number of CS in families with 1-3 and 10+ 
persons were quite small in both rural and urban areas (ranging from 7 to 
13 only). Hence only two combined groups of family size 1-6 and 7+ are 
presented in Table 36. Single actions among rural CS were more 
common in the smaller families (36.8%) than in bigger families (26.5%). 
Among urban CS, it was less frequent in the smaller families (36.4%) than 
in bigger families (47.9%). The percentages of rural and urban CS making 
two or more contacts with GHF did not differ much between smaller and 
bigger families. Multiple contacts with combinations of GHFs only among 
rural CS were less common in smaller families (26.4%) than in bigger 
families (40.8%). Such actions among urban CS were more common in 
smaller families (29.5%) than In bigger families (8.7%). While the 
proportions with multiple contacts with combinations of GHFs and 
sanatorium among rural CS did not differ between smaller and bigger 
families, it was smaller in smaller families (18.2%) compared to bigger 


families (26.1%) among urban CS. 
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Table 36 


Influence of family size on single and multiple contacts with health facilities by 
rural and urban CS (Mysore district) 


Rural — family size Urban — family size 
1-6 
7 | No. | 


Contacts with health 
facilities 


1. Single contact with 
GHF or SHF’s 

a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 

f) DTC 


2. Two or more contact 
with same GHFs 

a) PMP 
b) PHC 
c) GH 
d) NGH 


3. Multiple contacts with 

GHFs / SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 
and DTC 


Besub tombe Oo 34 | 


A. Contacting GHFs only 
B. Contacting SHFs (DTC 
or sanatorium) 


2.14.6 Influence of Religion and Caste : Table 37 studies the influence of 
religion and caste. Religion and caste groups other than SC/ST and BCs 
have not been included in the Table because of small numbers of CS. 
While the percentage making single contacts with GHFs by rural CS did 
not differ much between SC/ST and BCs, that by urban CS was higher 
among SC/ST (47.1%) compared to BCs (35.1%). Two or more contacts 
with GHF by rural CS were more frequent among SC/ST (30.6%) than 
among BCs (14.9%) but less common among urban SC/ST (11.8%) than 
urban BCs (18.9%). Multiple contacts with combinations of GHFs only and 
combinations of GHFs and sanatorium both showed smaller frequencies 


among SC/ST compared to BCs for both rural and urban CS. 


2.14.7Influence of Occupation : Among rural CS, the percentage making 
single contacts with GHFs or SHFs was highest among the employed 
(35.5%) and lowest among unemployed and students (27.3%) with 
housewives in between (31.6%) (Table 38). But this proportion was 
smaller among urban CS for the employed (36.8%) and higher among 
housewives (47.4%). The percentage of rural CS making two or more 
contacts with GHF was highest among unemployed and students (31.8%) 
and lowest among the employed (13.2%) with housewives in between 
(21.1%). This proportion among urban CS was lower for housewives 
(5.3%) and higher for the employed (21.1%). The highest frequency for 
multiple visits to combinations of GHFs only by rural CS was among the 
employed (34.2%) and lowest among housewives (26.3%) with 
unemployed and students in between (31.8%). But, multiple visits to 
combinations of GHFs and sanatorium by rural CS was highest among 
housewives (21.1%) and lowest among unemployed and students (4.5%) 
with the employed in between (10.5%). Among urban CS, housewives 
have slightly higher frequency than employed for both combinations of 
GHFs only and GHFs and sanatorium. Thus, there are a number of 


differences between urban and rural C.S. 
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Table 37 


Influence of major castes on single and multiple contacts with health facilities 
by rural and urban CS (Mysore district). 


Rural — major castes 
SC/ST 


Contacts with health 
facilities 


O 
3S 
G 
S 
* 
Gi 
S 


_ Single contact with 
GHF or SHF’s 
a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 
f) DTC 


2. Two or more contacts 
with same GHFs 


oOOOWO Oo 


were! 


a) PMP 
b) PHC 
c) GH 
d) NGH 
2 aaa 


3. Multiple contacts with 

GHFs/SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 
and DTC 


aaa <a 
oe ere 


A. Contacting GHFs only 
B. Contacting SHFs (DTC 
or sanatorium) 


Table 38 


Influence of occupation on single and multiple contacts with health facilities 
by rural and urban CS (Mysore district) 


Le ee 


Unemployed | Housewives | Employed | Housewives 
& students 


: 
| (4) | 6) | 6) | 7) 


Contacts with health 
facilities 


. Single contact with 
GHF or SHF’s 
PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 
f) DTC 


2. Two or more contacts 
with same GHFs 
a) PMP 

b) PHC 

c) GH 


3. Multiple contacts with 

GHFs /SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium & 

DTC 


A. Contacting GHFs only 


B. Contacting SHFs (DTC 
or sanatorium) 


Note: There were only 10 CS among unemployed and students in urban areas. Hence this group is omitted 
from this Table. 


2.14.8Influence of Highest Education Level in HH: Table 39 shows that 
among rural CS, single contacts with PMP and PHC did not differ 
between the three education groups. Eventhough single contacts with GH 
were more frequent in the illiterate group (8.7%) compared to the other 
two groups (1.4% and 2.4%), the overall percentages for single contacts 
did not differ much between the three education groups. Multiple contacts 
with PMP did not differ much between the three education groups. While 
multiple contacts with PMP and with combination of GHFs and sanatorium 
were most common in the illiterate group, those with PHC and with 
combinations of GHFs only were most common in the illiterate group. As 
a result of these opposing patterns, the overall percentages for multiple 
contacts with same GHFs and with combinations of GHFs and SHFs did 
not differ much between the three education groups. Among urban CS, 
single contacts with GHFs decreased steadily with increase in 
education level from 81.8% in the illiterate group to 45.5% in the below 
SSC group and to 23.5% in the SSC+ group. The same decreasing trend 
was much more pronounced for single contacts with GH and only 
2.9% in the SSC+ group made single contacts with GH. SSC+ group had 
higher percentages than below SSC group for multiple contacts with same 
GHFs and with combinations of GHFs only. But these percentages did not 
differ much between these two groups for multiple contacts with GHFs and 
sanatorium (22.7 and 26.5). 


2.15 Diagnostic Examinations 


2.15.1 Sputum Examination during each Action : Sputum examination was 
ordered for only 16.2% of rural CS and 19.4% of urban CS during first 
action (Col.4 of Table 40). For 91.7% of rural CS for whom it was ordered, 
it was done at the same facility (25.0% on the same day and 66.7% on 
another day, requiring an additional visit) (not given in the Table). The 
remaining 8.3% had sputum examination at another facility on another day 
after an additional visit. For 71.4% of urban CS for whom it was ordered it 


was done at the same facility —7.1% on the same day and 64.3% at the 
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Table 39 


Influence of highest educational level in the family on single and multiple 
contacts to health facilities by rural and urban CS (Mysore district) 


Rural-highest educational level in 
HH 


Urban-highest educational level in 


HH 
Below SSC+ Below SSC+ 
SSC SSC 


.¢) 
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% % | % 6 
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Oo 
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ND 
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. Single contact 
With GHFs or 


PMP 


- Contacting GHFs 
Only 
B. Contacting DTC 


and Sanatorium 


A 


b) PHC 11 ; ' 
c) GH 1 ; 
d) NGH 1 ; 
e) Sanatorium 0 
DTC 0 
| 8 [34.8] 23] 32.4] 14] 33.3 | | 81.8] 10] 45.5] 8 | 23.5 | 
2. Two or more 
contact with GHF 
a) PMP Me. 43.0 4 a | 17a 34 .13.6 7 | 20.6 
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3. Multiple contacts 
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Table 40 


Details of Sputum Examination by Rural and Urban CS 
(Mysore District) 


Sputum No. of 
Examination | CS/Actions 
During / by 


(2) 


Action 1} 135 
Action 2| 91 
Action 3} 46 


o=- OW — Oo) oh 


Sanatorium 
Urban 
During 
Action 1 


Action 2 
Action 3 


Sanatorium 


NA — Not Applicable 
NC — Not calculated because of very small numbers 


same facility on another day — and for 28.6% at another facility on another 
day. Thus, 92.9% had to make additional visit. Ordering of sputum 
examination for rural CS showed only some improvement for second and 
third actions, the figures being 36.3% and 32.6% respectively. The 
situation was better but still not satisfactory for urban CS with sputum 
being ordered for 47.5% for second action and for 63.2% for third action. 
Further, out of those for whom sputum examination has been ordered 
about 90.0% was done in the same facility for both second and third 
actions in both areas (not given in the Table). But, a large proportion of 
them (varying from 46.7% to 75%) had to make another visit to get it done. 
The fact that about 90% of the sputum examinations ordered were 
done in the same facility shows that most of the health facilities 
without laboratory facilities for sputum examination did not order 


sputum examination. 


2.15.2 Sputum Examination at different Health Facilities : Out of the total of 
292 actions taken by rural CS, 131 (44.1%) were for consulting PMP. 
Only in 16% of these, the PMP asked the CS to get their sputum 
examined (Col.4 of Table 40). Out of the 73 consultations with PHC, 
only for a negligible proportion (1.4%) sputum was ordered 
eventhough this was a requirement under NTP for all CS. The 
situation was better but still much short of expectations during 
consultations with GH (40.4%) and NGH (31.2%) ordering sputum 
examination. Further, the number of such actions was very small (16.1% 
and 5.5% _ respectively). During 22 actions taken to consult 
DTC/sanatorium, sputum examination was ordered for 90.9%. Even these 
specialised institutions did not order sputum examination for all CS. 
The situation was slightly better for urban CS with sputum being ordered 
by 19.2% (PMP), 40.0% (GH) and 50.0% (NGH). The relevant number of 
actions (the denominators) were 78, 25 and 12 out of the total 140 actions. 


All CS were ordered sputum examination by DTC / sanatorium. 
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2.15.3 Information about results of sputum examination at each action: Out 
of those who had sputum examination during the first action, 41.7% 
of rural CS and 46.2% of urban CS were not informed about result of 
sputum examination (Table 40 gives the complimentary figures). Those 
who were not told about the result during second action formed 39.4% 
among rural CS and 21.1% among urban CS and showed some 
improvement compared to first action. However, the position deteriorated 
during third action with 53.3% (rural) and 50.0% (urban) not being 


informed about the result. 


2.15.4 Information about result of sputum examination at health facilities: 
Among rural CS, out of the actions leading to sputum examination, results 
were told to CS for 66.7% by PMP, 1 out of 1 by PHC, 36.8% by GH, 3 out 
of 5 by NGH and 68.4% by DTC/sanatorium (Col.8 of Table 40). The 
corresponding figures for urban CS were : 50.0% each by PMP and GH, 5 
out of 6 by NGH and 76.5% by DTC/ sanatorium,. These show 
considerable laxity on the part of these health facilities in informing CS 


about results of sputum examination. 


2.15.5 Sputum Positivity: Out of those for whom results of sputum examination 
were told, the percentage positive during action 2 was 40.0 for rural CS 
and 60.0 for urban CS (Col.11 of Table 40). (Percentages have not been 
calculated for actions 1 and 3 because of small numbers of rural and 
urban CS but the figures indicate a high positivity rate). Percentage 
positive was 42.9 for rural CS consulting PMP and 76.9 for urban CS 
consulting sanatorium. (For most of the other consultations by small 
number of rural and urbans CS also the positivity rate appears to be very 
high). Even if it is assumed that all those who were not told of the result 
were negative, positivity rates were still high (Col.10 of Table 40) and 
much more than 10% expected under NTP. The relevant figures varied 
from 24.2% to 33.3% for the three actions by rural CS and from 25.0% to 
47.4% for the three actions by urban CS. Positivity rates from actions to 
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consult various health facilities varied from 15.8% to 47.1% for rural CS 
and from 25.0% to 62.5% for urban CS, the figures being higher for urban 
CS. Two possible reasons for high positivity rate are (1) health facilities 
order sputum examination only to confirm a clinical diagnosis of TB which 
they had arrived at (the very large proportion of CS for whom sputum 
examination has not been ordered supports this) or (2) the quality of 
sputum examinations was very poor, or both. In any case, the situation 
was very bad for NTP. The very large proportions of CS for whom sputum 
has not been ordered and for whom the results have not been told indicate 


a lack of sincerity to NTP. 


2.15.6 X-ray Examination during each action: At the time of first action, only 
10.4% of rural CS and 19.4% of urban CS were asked to have X-ray 
examination (Col. 4 of Table 41). Among those ordered, 92.3% were 
done at the same facility (38.5% on the same day and 53.8% on another 
day) by rural CS and the remaining 7.7% at another facility (not shown in 
the Table). The corresponding figures for urban CS were : 61.5% (7.7% 
and 53.8%) respectively at the same facility and 30.8% at another facility, 
with 7.7% not getting it done. Percentage of urban CS who were asked to 
have X-ray done increased from 19.4% for first action to 47.5% for second 
action and 57.9% for third action. There was no such trend for rural CS. 
Among rural and urban CS who were ordered X-ray during second and 
third actions, the vast majority (varying from 88.9% to 93.4%) had the X- 
ray done at the same facility, indicating that generally only those who have 
facility for X-ray examination ordered it. But, most of them (52.8% to 
72.7%) had to make another visit to get it done except for rural CS taking 
third action for whom this percentage was somewhat less (46.7%). The 
highest figure of 72.7% was observed for urban CS taking third action. 


2.15.7 X-ray Examination at Health facilities : Out of 131 actions by rural CS 
leading to consultation with primary level facilities, X-ray examination was 
ordered for 16.8% by PMP and nil by PHC (Col.4 of Table 41). Secondary 
level health facilities had ordered for a higher proportion of CS (44.7% by 
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Table 41 


Details of X-ray Examination by Rural and Urban CS 
(Mysore District) 


X-ray No. of /Ordered 


Examination | CS / No -oudered SETAE: of 
qe a Bes Cols Col.7 


TORIC 


Sanatorium 


Sanatorium 


NA — Not Applicable 
NC — Not calculated because of very small numbers 


GH and 43.7% by NGH). All were ordered X-ray by DTC/sanatorium. The 


situation was similar for urban CS. 


2.15.8 Information about Results of X-ray Examination during each Action: 


Among the rural CS who had X-ray examination, the proportion who were 
told about the result decreased from 64.3% at first action to 52.8% at 
second action and 46.7% at third action (Col.8 of Table 41). The 
corresponding figures for urban CS were 58.3%, 78.9% and 54.5% 


respectively and did not show any trend. 


2.15.9 Information about Result of X-Examination at Health Facilities : 


2.15.10 


2.19.11 


Among rural CS, out of all actions leading to X-ray examination, results 
were told to 63.6% by PMP, 42.9% by GH, 4 out of 7 by NGH and 59.1% 
by DTC/sanatorium (Col.8 of Table 41). The corresponding figures for 
urban CS were : 50.0% by PMP, 4 out of 8 by GH, 5 out of 7 by NGH and 
87.5% by DTC/sanatorium. 


X-ray Positivity : Among rural CS, out of those for whom results were 
told, 4 out of 9 were positive during action 1, 47,4% during action 2 and 4 
out of 7 during action 3 (Col.11 of Table 41). The corresponding figures 
for urban CS were: 5 out of 7, 73.3% and 4 out of 6 respectively. The 
positivity rate during consultations by rural CS was 42.9% for PMP, 5 out 
of 9 for GH, nil out of 4 for NGH, 1 out of 2 for DTC and 81.8% for 
sanatorium. These positivity rates were high. If it is assumed that all those 
who were not told the results were negative, the positivity rates (Col.10 of 
Table 41) varied from 25.0% to 57.9% for different actions by rural and 
urban CS and from 23.8% to 35.7% for examinations ordered by different 
health facilities except for 45.0% and 80.0% at sanatorium for rural and 


urban CS respectively. 


Information about diagnosis at each action : During the first action, 
92.4% of rural CS were not told about what disease they were suffering 
from. The situation was somewhat better among urban CS (68.7% not 


told). Though there was some improvement for both rural and urban CS 
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2.15.52 


2.15.13 


during second and third actions, the situation was still not desirable, 
particularly for rural CS. The relevant figures (for diagnosis not told) were : 
79.1% and 73.9% respectively for second and third actions by rural CS 
and 55.0% and 55.6% respectively for second and third actions by urban 


CS. 


Information about diagnosis by Health Facilities : Answer to the 
question on whether diagnosis has been informed was available for 290 
out of 292 actions taken by rural CS and for 139 out of 140 actions taken 
by urban CS. For the vast majority of consultations with primary and 
secondary level facilities the diagnosis was not told to the CS. The 
relevant figures were : 87.6% (rural) and 72.4% (urban) by PMP, 93.2% 
(rural) by PHC, 83.3% (rural) and 60.0% (urban) by GH and 87.5% (rural) 
and 58.3% (urban) by NGH. The situation was better for urban CS 
compared to rural CS but still far from satisfactory. Percentage of 
consultations with specialised facilities (DTC/sanatorium) for which 
diagnosis was not told was much less — 22.7% (rural) and 17.6% (urban) 


but still sizeable. 


Diagnosis of TB during each action : Percentage of CS who were told 
that they were suffering from TB steadily increased with each action by 
rural and urban CS, with the latter having consistantly higher percentage 
diagnosed as TB, indicating that the percentage of TB cases out of chest 
symptomatics may be higher among urban CS compared to rural CS. The 
relevant figures were : 4.5%, 14.3% and 19.6% respectively for first, 
second and third actions by rural CS and 10.4%, 25.0% and 33.3% 
respectively for first, second and third actions by urban CS. These could 
also indicate fluctuating quality of diagnosis or weeding out of CS who are 
not suffering from TB for subsequent actions or both. Overall, 11.7% of 
actions by rural CS and 17.4% of actions by urban CS resulted in 
diagnosis of TB being told. The weighted percentage for rural and urban 


combined was 13.4%. 
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2.15.14 Diagnosis of TB by Health facilities : Proportion of consultations at 
primary level leading to diagnosis of TB were : 6.2% by PMP among rural 
CS, 7.9% by PMP among urban CS, and 5.5% by PHC among rural CS. 
At the secondary level, the relevant figures were : 14.6% by GH among 
rural CS, 20.0% by GH among urban CS and nil by NGH among both rural 
and urban CS. This percentage was 68.2 among rural CS and 76.5 among 
urban CS during consultations with DTC/sanatorium. The consistantly 
higher figures for urban CS compared to rural CS again indicates that 
prevalence of TB among chest symptomatics may be higher for urban CS 
compared to rural CS. The increase in this percentage from primary to 
secondary level and further to specialised institutions was most probably 


due to weeding out of non-TB cases after each level of consultation. 
2.16 Treatment 


2.16.1 Type of Treatment : The vast majority of actions by CS received only 
out-patient treatment. The relevant figures for those receiving out-patient 
treatment were : 97.0% (action 1), 87.9% (action 2) and 84.8% (action 3) 
for rural CS and 95.6%, 70.0% and 73.7% respectively for urban CS. 
Among the small number of CS (varying from 3 to 9) who had in-patient 
treatment the period varied from one week to four months. 


2.16.2 Check-up Examination : None of the rural and urban CS had a check-up 
examination during or after the treatment received at the time of any 


action, except for one person each. 


2.17 Satisfaction with Services 


2.17.1 Satisfactory actions by CS: Services provided were generally 
satisfactory for nearly half of the total actions taken. Proportion of 
satisfactory actions by rural CS did not differ between those provided by 
PMP (49.6%), PHC (52.1%) and GH (52.2%). NGH fared better with 
68.2% being satisfactory but was not at all popular with a contribution of 


only 3.8% of the total actions taken probably because of being more costly 
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and not attuned to the rural culture. Proportion of satisfactory actions was 
highest for contacts with DTC/sanatorium (86.4%), mainly sanatorium 
which is a specialised institution. Among actions taken by urban CS, the 
proportion satisfactory was least for services of GH (44.0%) followed by 
that by the private health facilities viz, PMP (56.8%) and NGH (58.3%). 
This proportion was highest for the specialised institutions viz., 
DTC/sanatorium (76.5%). However, the proportion not satisfied with the 
services at DTC/sanatorium was almost double among urban CS (23.5%) 


compared to that among rural CS (13.6%). 


2.17.2 Extent of satisfaction : Among the satisfactory actions by rural CS, the 
proportion fully satisfied was highest for DTC / sanatorium (47.4%) but yet 
less than half. This proportion was 27.3% for NGH and 25.0% for PMP 
(both private health facilities) and still less for GH (16.7%) and PHC 
(13.2%), which are government health facilities. Among the satisfactory 
actions by urban CS, the proportion fully satisfied was highest for 
DTC/sanatorium (76.9%), which was also much higher than the 
corresponding proportion among rural CS (47.4%). This proportion did not 
differ between GH (27.3%), NGH (28.6%) and PMP (33.3%). 


2.17.3 Reasons for satisfaction / non-satisfaction : When specifically asked 
for the reasons for satisfaction / non — satisfaction for each action, no reply 
was given for 3.8% of actions taken by rural CS and 27.6% by urban CS. 
Those who replied showed a different picture now. Only 10.3% of actions | 
taken by rural CS and 12.3% of actions taken by urban CS were now 
stated to be satisfactory. The main reason for non-satisfaction was “not 
cured” (symptom has not subsided) among actions taken by both rural and 
urban CS (47%). Out of the actions taken by rural CS, 30.6% were not 
considered satisfactory because of only partial cure even though they felt 
better now and 16.3% because they were not feeling alright even though 
they were partially cured. These two perceptions of partial cure together 
formed 46.9%. The corresponding figures for action taken by urban CS 
were 29.0%, 11.0% and 40.0% respectively. 
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2.18 Reasons for Observed Behaviour 


2.18.1 Choosing Health Facility for First Action : The most common reason 
for choosing health facility for first action by rural CS was proximity to 
residence or convenience (56.0%) followed by advice of friends, relatives 
and neighbours (25.4%) and expectation of correct diagnosis and 
treatment (10.4%), which together formed 91.8% (Table 42). The situation 
was the same for urban CS, the corresponding figures being 65.7%, 
16.4%, 10.4% and 92.5% respectively. 


2.18.2 Choosing Health Facility for Second Action : For second action, the 
weightage given to proximaty/convenience dropped steeply down to about 
12% among both rural and urban CS. Only 10% took the second action 
because of being referred by a PMP or doctor of a PHC or hospital among 
both rural and urban CS and shows that the doctors contacted by them 
during their first action did not take any interest in referring the CS to a 
proper health facility even when the symptoms did not subside. Thus, the 
reason for choice of facility for the second action which was most frequent 
among rural CS was the expectation of correct diagnosis and treatment 
because their first action did not help to overcome their suffering (39.6%). 
Next came advice from lay persons such as friends, relatives etc. (34.1%). 
The popularity of these two reason-groups was interchanged among 
urban CS with advice from lay persons coming first (40.0%) and 


expectation of CS second (35.0%). 


2.18.3 Choosing Health Facility for Third Action: Though advice of doctors 
influenced the choice of facility for third action by more CS (nearly double 
of that of second action) among both rural and urban CS, it was still as low 
as about 20% only. This again shows that the doctors consulted by the CS 
during first and second actions, often repeatedly and with continuation of 
symptoms, did not take enough interest in referring them to a proper 
health facility like DTC or sanatorium. The expectations of CS had less 


influence on the choice of facility for third action (about 26% among both 
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Table 42 


Distribution of CS by reason for choosing the health facility contacted for each 
action (Mysore District) 


Reason 
Action 2 | Action3 | Action1 | Action 2 | Action 3 
_E __ 2a. % % 


 —— 
W 
~~ 


1. Referred by Doctor 
a) PMP 
b) PHC/Hospital 


Sub Total 


6 
3 
| Se 
2. Advised by Lay persons| 0 00 )\o 90:0 0.0 |0 0.0 |0 0.0 | 1 | 
a) TB Patient 3.4 | 25.5} 31 | 34.7115 | 32.6)11 | 16.4116 | 40.0) 8 42.1 
b) Friends, Relatives, etc | 0 0.0 | 0 0.0 | 1 yap ee 7.5 |0 0.0 |0 0.0 
c) Social Worker/Local 
Leader 
iD hie 
.4) 11 ' 


—~|Z 

e °° Be 
CS 
O° 


Sub Total 


3. Expectation 
a) Free diagnosis and 
Treatment. 
b) Correct diagnosis and 
Treatment 
c) Better treatment than 
from earlier action 


i) cop) > N - ml oe 
Oo DIO 


sa oD 
i 


"Sub Total 6| 12 |26.1| 10 | 714.9|44 | 35.015 | 263 
12.118 | 19.6|44 | 65.7|5 | 12.5|1 [53 
5. Others «4 13.04. 44/1 [e2l1 [75|1 [250 00) 
fontow! beaut al 4] Sil. [4B ier ee [70 
NS i [a7{o [oo[o [oojé6 |@2jo joolo joo 


rural and urban CS). Advice from lay persons (friends, relatives etc) was 
the most frequent reason, this being more so among urban CS (47.4%) 
compared to rural CS (34.8%). Thus, despite repeatedly contacting 
doctors, the choice of health facility for third action was predominantly the 
advice of lay persons. It is also significant that expectation of correct 
diagnosis and treatment which had increased from about 15% for first 
action to nearly 40% for second action dropped down to about 26%. This 
probably shows that they no longer looked for it out of frustration or 


disillusionment. 


2.18.4 Reason for not taking action : Among rural CS, the most common 
reason for not taking any action was no money (21.4%) followed by a “will 
become alright” belief (17.9%), using traditional/home remedies, pooja 
etc. (10.7%) and HOH not showing interest (7.1%). About one-third of 
them did not give any clear reason. The situation was similar among urban 
CS, except that only less than 10% did not give any clear reason. The 
main reasons were : no money (27.3%), “will become alright” belief and 
using traditional / home remedies, pooja etc. (18.2% each) and old age, 


do not want to go and none to accompany (9.1% each). 


2.18.5 Reason for Multiple Visits : “To get relief from suffering / earlier action 
did not provide relief’ was the predominant reason for making multiple 
visits — 97.8% among rural CS and 87.8% among urban CS. About 5% of 
urban CS and no rural CS stated that when they suspected TB they 
changed to specialised health facilities. It is significant that only 2.4% of 
urban CS and no rural CS mentioned that they changed because they 


were referred by a doctor. 


2.18.6 Suggestions to other CS : When asked about which health facilities 
they would suggest to other CS on the basis of their experience, the most 
common reply among rural CS was no advice (30.8%) followed by PMP 
(26.9%), PHC (15.4%) and sanatorium (14.6%). Only one CS (0.8%) 
advised visit to DTC. Among urban CS, the most frequent reply was PMP 
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(35.4%) followed by no advice (27.7%), hospital (12.3%) and sanatorium 
(10.0%). Only one CS (1.5%) advised visit to DTC. 


2.18.7 Remarks from CS who had taken multiple actions : Those CS who had 
contacted more than one facility were asked their opinion about which 
facility they had unnecessarily visited. Among the rural CS, the most 
common reply was PMP (27.3%) followed by PMP and PHC/GH (17.0%), 
PHC (12.5%) and GH (10.2%). Among urban CS, the most frequent reply 
was PMP (59.0%) followed by GH and combination of PMP and PHC/GH 
(7.7% each). None of the visits were considered to be unnecessary by 
20.4% of rural CS and 10.2% of urban CS. 


2.18.8 Suggestions for improvement : The CS were asked for suggestions to 
improve the services. Their answers were analysed in the context of the 
TB programme. Among urban CS, 46.3% had not visited a PHI. Out of the 
remaining CS, 91.7% did not give:any suggestions for improvement and 
8.3% wanted free treatment to be given in PHls. Among rural CS, 21.0% 
had not visited a PHI. Out of the remaining CS, 82.7% did not suggest 
any improvement, 9.2% wanted free treatment to be given by PHIs and 
8.2% wanted quality of services to be improved. The question of 
improvement of DTC services did not arise because Only one each of rural 
and urban CS had visited the DTC. 


2.19 Self-suspected TB Cases 


2.19.1 Prevalence of self suspected TB : The CS were asked whether they 
Suspected that they were suffering from TB. Out of the 202 CS for whom 
information was available, 28 stated “Yes” - 17 in rural areas and 11 in 
urban areas. The proportion who Suspected was 12.6% of rural CS and 
16.4% of urban CS. The prevalence rate of self-suspected TB cases in 
the population was 1.7 per 1,000 (rural), and 1.0 per 1,000 (urban) and 1.5 
per 1,000 (overall). The proportion of female self-suspected TB cases 
was 41.2% overall - 47.1% (rural) and 27.3% (urban). 
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2.19.2 Prevalence rate for self- suspected TB by age and sex : [able 43 
shows the number, prevalence rate and percentage of self-suspected TB 
cases in different age-sex groups. The prevalence rate (in the population 
of age 15 or more) was higher in rural areas (2.4 per 1,000) compared to 
urban areas (1.5 per 1,000) the overall rate being 2.1 per 1,000. This was 
also higher among males (2.4 per 1,000) compared to females (1.8 per 
1,000). The difference between prevalence rates for males and females 
was less in rural areas. Age group 15-34 had smaller prevalence rate (1.6 
per 1,000) compared to the other two age groups 35-54 and 55+ which 
were equal (2.8 to 2.7 per 1,000 respectively) 


2.19.3 Age distribution of self-suspected TB Cases : The overall weighted 
proportions in difference age groups showed a peak in age 35-54 (42.5%) 
followed by 39.8% in age 15-34 and 17.8% in age 55+. The corresponding 
percentages were 41.2, 41.2 and 17.6 respectively in rural areas and 45.5, 
36.4 and 18.2 respectively in urban areas. The overall unweighted 
proportions, which are based on larger numbers, were very close to the 


overall weighted proportions and shows the same picture. 


2.19.4Influence of suspicion about having TB on action taken : Asked 
whether their suspicion of having TB had influenced their action taking, 
33.3% in rural areas and 36.3% in urban areas stated that it influenced 
them to seek proper health facilities for diagnosis and treatment. It is 
significant that their own suspicion had influenced much more than referral 
by doctors whom they had contacted repeatedly. There was no influence 
on 20.0% (rural) and 36.3% (urban). To the question whether their 
suspicion led to their seeking advice of friends, relatives and neighbours, 
94.1% (rural) and 63.6% (urban) answered in the negative. This may be 
due to fear induced by stigma. The remaining 5.9% in rural areas and 
36.4% in urban areas stated that they sought their help and found their 
advice useful in making a proper choice of facility for diagnosis and 


treatment. 
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Table 43 


Number (No.), prevalence rate per thousand (PR) and percentage (P) of self- 
suspected TB Cases In different Age-Sex Groups in Rural and Urban Areas 
(Mysore District) 


Age Group 


Area Sex ~ tae eee 
No. [PR Tito. [PAPE No. TP or 
[OOM OMCOMLOM LGM IGmLOmtoe ToT 


5 2.7 \ 62502 1.8 | 25.0} 1 19 4972.5) 8 
2 Tt tae 4.2 | 55.6} 2 3.9 | 22.2) 9 
7 1.9 | 41.2} 7 3.0 | 47.2} 3 2.9 497.6) 17 
Fr 2 1.0 | NC 0.9 | NC |0 ; NC |3 
M }|}2 7.0 Daa i 3.3 | 50.0} 2 ; 25.0| 8 
T + 1.0 | 36.4) 5 2.2 | sS| 2 18.2| 11 
Se 1.5 | NC ; 
4.1 a 3:9. | 53.9 Ro 
1.6 | 39.8 2.8 | 42.5 ; 
.3| 1 
.91 4 
915 


17.8 
Note : Percentages in different groups are calculated on small numbers (8 to 17). 


9.1 | 11 
23.0) 17 
17.9| 28 
Percentage not calculated (NC) for urban females with 3 CS only. The prevalence 


rates are based on small numerators 
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Rural + Urban 
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2.20 Cost 


2.20.1 Calculation of average cost : The average for total cost and its two 
components viz., direct cost and indirect cost as well as for the sub- 
components of each of these under different cost heads are given in 
Tables 44 to 47. The average total cost is based on the distribution of 
total cost and not on the total of the average costs for its two components. 
Similarly, the average for direct and indirect costs are based on their 
distributions and not on the total of the average costs for their sub- 
components. The latter are not based on uniform class intervals (ranges) 
of cost and have different mode values. Further, the average cost of sub- 
components / components are more likely to be influenced by extreme 
values than average of total cost because these extreme values form a 
comparatively larger proportion of the sub-component's / component's 
distribution than of the distribution of total cost. This is illustrated by three 
distributions each given in Tables 44 and 45. The distribution of indirect 
cost formed an inverted J-distribution with nil values to the extent of more 
than 50% of the total and yet did not influence the distribution of total cost 
which resembles a normal distribution. Due to these two reasons given 
above, the addition of average costs for sub-components / components 
gives a different and less reliable value for average of total cost than that 
obtained from the distribution of total cost. This is more striking in the 
case of sub-components of indirect cost given under item 2 of Tables 46 
and 47. 


2.20.2 Distribution of Direct, Indirect and Total Costs : Tables 44 and 45 
show the distribution of direct, indirect and total costs and the averages for 
these. Indirect cost incurred by both rural and urban CS formed inverted J- 
distributions with more than 50% of CS having no indirect cost. The 
distributions of direct and total costs incurred by rural CS were unimodel 
with modes in the cost range of Rs.600-999 for direct cost and the 
combined range of Rs.600-1999 for total cost. But, while the distribution 


of direct cost incurred by urban CS was biomodel with one mode in the 
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Table 44 eis 
Distribution of rural CS by direct, indirect and total cost (Mysore district) 


- Direct Cost Indirect Cost Total Cost 
ee) 


| 


Nil 
001 — 099 
100 — 199 
200 — 599 
600 — 999 
1000 — 1999 
2000 — 3999 
4000+ 


Table 45 


Distribution of urban CS by direct, indirect and total cost (Mysore district) 


Total Cost 
No. 


38 0 

Se) 1 

<) 6 

3 19 

3 4 

4 17 

2000 — 3999 5 | 3 
Mm If ik 
7 Lee B004 8 


cost range of Rs.200-599 and the other in the cost range of Rs.1000- 
1999, that of total cost appears to have three modes in the cost ranges of 
Rs.200-599, Rs.1000-1999 and Rs.4000 or more. Proportion having 
direct cost of Rs.1,000 or more was less (33.3%) among rural CS 
compared to that among urban CS (50.7%). Those incurring total cost of 
Rs.1000 or more was also less among rural CS (42.2%) compared to that 
among urban CS (55.2%), but the difference was smaller. The overall 
proportion was 46.1% for total cost and 38.5% for direct cost. (weighted 
percentages for rural and urban combined). The average total cost 
incurred by urban CS (Rs.2,094) was about 1.5 times of that incurred by 
rural CS (Rs.1,472). Averages for both direct and indirect costs were 


higher for urban CS compared to rural CS. 


2.20.3Average cost under different cost heads during each action : Among 
rural CS, averages for direct, indirect and total costs were maximum 
during third action (Table 46). Direct and indirect costs incurred during fifth 
and sixth actions came next. Under direct cost, the maximum contribution 
was from cost of medicines which was far more than any of the other 
components. This was maximum (about Rs.650) during third and fifth 
actions and much less (Rs.250) during fourth action. It was least (Rs.75 
only) for seventh action among the few CS who had taken seven actions. 
Travel cost was a poor second closely followed by cost of consultation at 
third place. Under indirect cost, wage loss and cost for substitution of 
labour were of equal importance. Urban CS showed a different picture 
(Table 47). Direct, indirect and total costs were maximum for fourth action 
followed by second action. While the major part of direct cost was for cost 
of medicines (as in the case of rural CS), cost of consultation came 
second and travel cost third, interchanging their position for rural CS. 


Wage loss became the major component of indirect cost. 


2.20.4 Contribution of direct cost during each action : Proportion of direct 
cost out of total cost incurred by rural CS decreased steadily from 75.5% 


during first action to 73.9% during second action and to 65.2% during third 
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Table 46 


Mean cost under different cost heads for each action by rural CS 
(Mysore district) 


Cost Head Cost (in Rs.) for action 
ie 2k: £2 ap 
(4) (6) 


1. Direct cost for 


a 


a) Travel 
b) Consultation 
c) Sputum 
Examination 
d) X-ray 
Examination 
e) Medicines 
f) Special diet 
g) Tonics 
h) Medicine 
Collection 
i) Check-up 
Examination 


r 4 


Indirect Cost 


<1 < 1 <4 78 
<1 <4 ae | 63 
< 1 < 1 < 1 11 


a) Wage loss 
b) Substitute Cost 
c) Others 


Sub Total AR <1 
3. Total Cost | 664 | 


2 lh | 


Table 47 


Mean cost under different cost heads for each action by 
urban CS (Mysore district) 


Cost (in Rs.) for action 


EX Gig pues Bw f | 


Cost Head 


1. Direct cost for 


Travel 
b) Consultation 
j) Sputum 
Examination 
k) X-ray 
Examination 
|) Medicines 
m) Special diet 
n) Tonics 
0) Medicine 
Collection 
p) Check-up 
Examination 


2. Indirect Cost 


a) Wage loss 
b) Substitute Cost 


action and then increased to 74.3% during fourth action and to 100% 
during fifth, sixth and seventh actions. There was no such trend for urban 
CS. This proportion did not differ much between rural and urban CS 
during first and second actions - 75.5% (rural) and 72.4% (urban) during 
first action and 73.9% (rural) and 70.1% (urban) during second action. 
The contribution of direct cost was much higher for urban CS (82.9%) 
compared to rural CS (65.2%) during third action. The situation was the 
opposite during fourth action with percentages of 51.7 for urban CS and 
74.3 for rural CS. For the vast majority of CS (67.9%), direct cost formed 
80% or more of the total cost. While the contribution of direct cost was 
between 40% and 79% for 21.3% of CS, it was less than 40% for 10.7% of 
CS. The situation did not differ between rural and urban CS. 
(Percentages given above are weighted figures for rural and urban 


combined). 


2.20.5 Cost incurred by rural CS at Health Facilities : Average cost was the 
same (Rs.1,350 to 1,360) for single and multiple actions for consulting 
PMP and for multiple actions for consulting GHFs at primary and 
secondary levels (Table 48). Average cost for multiple action for 
consulting PHC (Rs.1,045) was about double of that for single action for 
consulting PHC (Rs.506). The difference between PMP and PHC in this 
respect is surprising. Average cost for multiple actions for consulting 
combinations of GHFs and SHFs (mainly santorium) was much higher 
(Rs.3,395) and was the highest of the averages shown in Tables 48 and 
49. Distributions of cost also show some differences. Cost for 
consultations with PHC (both for single and multiple actions) had inverted 
J-distributions indicating that the cost for most of the actions were small 
(less than Rs.200 for single actions and less than Rs.600 for multiple 
actions). Distribution of cost for consultations with PMP (both for single 
and multiple actions) resembled a normal distribution with mode in the 
cost range of Rs.600-999, but that for multiple actions had almost double 
the frequency in cost range of Rs.1,000 — Rs.2,999 (40.0%) compared to 
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Table 48 


Distribution of Cost incurred by rural CS at different health facilities 
(Mysore district) 


No. of Actions and Cost range (Rs.) 


type of Health Facility | 001-199 200-599 - 1000-2999 3000+ cost 
: No. | % | No. | % |No.| % |No.| % | (Rs.) 
(2) | (10) 


By no. of actions 
and type 


e)) 
2) 
i) 
i<e) 
oO 
<e) 


. Single action at 


a) PMP 
b) PHC 
c) GH 
d) NGH 


. Multiple actions 
at GHFs of same 
level 


a) PMP 
b) PHC 


. Multiple actions 
at both levels 


a) GHFs only 
b) GHFs and 
SHFs 

c) Others 


B. Type of HF 
a) Government 
b) Private 
c) Govt & Pvt. 


J241.50.0.). 40s) Zeer, 


that for single actions (22.2%). For multiple actions to GHFs only, the 
distribution was skewed to the right with mode in the cost range of 
Rs.1,000 — 2,999. Distribution of cost for multiple actions for consultations 
with both GHFs and SHFs (mainly sanatorium) was J-shaped with the 
maximum frequency of 52.6% for cost range of Rs.3,000 or more. The 
lower part of Table 48 shows that the average cost increased from Rs.947 
for government health facilities to Rs.1,420 for private health facilities and 
to Rs.1,946 for consulting both types of facilities. The high cost for the last 
group may be due to the inclusion of sanatorium (a government SHF with 
in-patients). While the distribution of cost had an inverted J-shape for 
government facilities, it was skewed to the right for the others, with mode 
in the cost range of Rs.600-999 for private facilities and Rs.1,000-2,999 
for combined use of both types of facilities. 


2.20.6 Cost incurred by Urban CS at Health Facilities : Unlike for rural CS, the 
average cost for multiple actions for consulting PMP at primary level was 
2.8 times of that for single actions, the average cost being Rs.2,580 and 
Rs.926 respectively (Table 49). The former was even more than that for 
multiple consultations to both primary and secondary GHFs (Rs.2,433). 
The average cost for multiple actions for consulting both GHFs and SHFs 
(mainly sanatorium) was Rs.3,333 (the second highest of the averages 
shown in Table 48 and 49) and did not differ much from that incurred by 
rural CS (Rs.3,395). Cost distributions for single and multiple consultations 
with PMP were unimodal with mode in the cost range of Rs.200-599 and 
Rs.1,000-2,999 respectively. Multiple consultations with GHFs only at both 
levels had a bimodal distribution with the higher peak in cost range of 
Rs.1,000-2,999 and the lower peak in the cost range of Rs.200-599. 
Distribution of cost for multiple consultations with GHFs and SHFs (mainly 
sanatorium) was J-shaped with the maximum frequency of 53.3% for the 
cost range of Rs.3,000 or more. The lower part of Table 49 shows that 
cost distribution for all the three types of facilities were bimodal with the 
higher peak in the cost range of Rs.200-599 and the lower peak in the 


73 


Table 49 


Distribution of Cost incurred by urban CS at different health facilities 
(Mysore district) 


No. of Actions and Mean 
type of Health Facility | 001-199 cost 
% : . ; ; (Rs.) 
( (9) | (10) | (41) | (12) 
By no. of actions 
and type 
. Single action at 
a) PMP 5 926 
b) GH 2 NC 
c) Sanatorium 0 NC 
. Multiple actions 
at GHFs of same 
level 
a) PMP 0 2,580 
. Multiple actions 
At both levels 
a) GHFs only ) 2,433 
b) GHFs and 0 3,333 


0.0 687 
17.6 1,648 
36.0 3,041 


B. Type of HF 
a) Government 2 | 29.0 
b) Private 5 | 14.7 
c) Govt & Pvt. 0| 0.0 


DS 


Note : No. of CS was nil under A1 for PHC, NGN, DTC and sanatorium, 
Under B2 for PHC, GH and NGH and under A3 for ‘others’ 


cost range of Rs.1,000-2,999 for government and private facilities and the 
reverse for combined use of both types. Average cost increased from 
Rs.687 for government facilities to Rs.1,648 for private facilities and 
Rs.3,041 for their combined use. The higher figure for the last group was 
the third highest of the averages shown in Tables 48 and 49 and was 


about 1.6 times the corresponding average for rural CS. 


2 20.7 Influence of Sex: Table 50 shows that the distribution of cost by sex is 
bimodal except for rural female CS for whom there was a steady increase 
in frequencies (percentages) with increase in cost, except for a drop in 
cost range of Rs.3,000 or more. The mode was in the cost range of 
Rs.1,000-2,999. For the other three distributions, the higher peak was at 
cost range of Rs.1,000-2,999 and lower peak at cost range of Rs.1-199 for 
rural males and at cost range of Rs.200-599 for urban males and females. 
While the average cost was the same for rural males and females, it was 
higher (almost double) for males (Rs.2,584) compared to females 
(Rs.1,369) among urban CS. This high cost for urban males was due to 
30% of them spending Rs.3,000 or more compared to only 11.1% of urban 
females. Those spending Rs.1,000 or more was much higher among 
urban males (62.5%) compared to urban females and rural males and 
females (41.1% to 44.4%). 


2.20.8 Influence of Age : Among rural CS, average cost steadily decreased with 
increase in age, that for age 55+ being as low as Rs.954 which was less 
than half of average cost of Rs.1,996 for 15-34 age group (Table 50). 
Those of age 55+ had the least average cost among urban CS also 
(Rs.1,438) but the highest average was for age 35-54 (Rs.2,519) which 
was about 1.8 times of that for age 55+. Rural CS of age 55+ and all the 
three age groups of urban CS had bimodal distributions, with the former 
having the higher peak in cost range of Rs.200-599 and the other three in 
cost range of Rs.1,000-2,999. Amogn rural CS, the proportion spending 
Rs.1,000 or more steadily decreased with increase in age from 64.2% for 
15-34 to 42.7% for 35-54 and to 28.3% for 55+. But there was no such 


74 


Table 50 


Distribution of total cost for different population groups (Mysore district) 


No. of Actions and 
type of Health 
Facility 


a) Females 
b) Males 


. U: Sex 
a) Females 
b) Males 


. R: Age Group 
a) 15-34 
b) 35-54 
c) 55+ 


. U: Age Group 
a) 15-34 
b) 35-54 
oS) 55+ 


. R:Type of 
Family : 
a) Nuclear 
b) Joint 


. U:Type of 
Family : 
a) Nuclear 
b) Joint 


. R: No. of 
Earning 
Members 
a) 1 

b) 2 

Cc) 3+ 


. U: No. of 
Earning 
Members 
a) 1 
b) 2 
c) 3+ 


9. R: Highest 
Education 
Status 

a) Illiterate 

b) Below SSC 

c) $SC+ — 


10.U: Highest 
Education 
Status 

a) Illiterate 

b) Below SSC 

c) SSC+ 


11.R: Occupation 
a) Unemployed 
& students 
b) Housewives 
c) Employed 


12.U: Occupation 
a) Unemployed 
& students 
b) Housewives 
c) Employed 


13.R: Duration of 
Cough (weeks) 
a) 3-13 
b) 14-26 
Cc) 27-52 
d) 53+ 


14.U: Duration of 
Cough (weeks) 
a) 3-13 
b) 14-26 
c) 27-52 
d) 53+ 


15.R: Family size 
a) 1-6 
b) 7+ 


16.U: Family size 
a) 1-6 
b) 7+ 


WO - W 


-£ARO©O 


O-NA 


1,874 
1,493 
1,212 


684 
2,939 
2,263 


786 


1,591 
1,614 


1,010 


1,245 
2,805 


628 
884 
1,462 
2,317 


371 
1,918 
2,589 
3,600 


1,489 
1,443 


2,032 
2,214 


17. R: Religion & 
Caste 
a) SC/ST 
b) BC 
c) Other Hindus 


18. U:Religion & 


c) Other Hindus 


TH) 


(12) 


trend among urban CS, this proportion being highest (61.1%) for age 35- 
54 and about equal (46.7% and 50.0%) for the other two age groups. 


2.20.9 Influence of Type of Family : Average cost was higher for rural and 


2.20.10 


urban CS of nuclear families compared to that of CS in joint families, the 
difference being larger for rural CS (Table 50). The distributions were 
bimodal except for rural CS of joint families which had high frequencies in 
the lower three cost ranges and a peak in cost range of Rs.1,000 — 
Rs.2,999. Among urban CS, both types of families had bimodal 
distributions. While CS of nuclear families had the higher peak at cost 
range of Rs.1,000 — 2,999 and the lower peak in cost range of Rs.200 — 
599, the opposite was the case for CS of joint families. Among rural and 
urban CS, the proportion spending Rs.1,000 or more was higher in 
nuclear families compared to joint families. The relevant figures were : 
93.0% and 36.7% respectively among rural CS and 57.6% and 48.3% 


respectively among urban CS. 


Influence of number of earning members in the family : Surprisingly, 
the average cost was least for rural CS in families with three or more 
earning members (Rs.1,302) (Table 50). Even urban CS in families with 
three or more earning members had spent only Rs.2,012 compared to 
those in families with one earning member (Rs.2,438), the latter being the 
highest average cost among the six groups under this item in Table 50. 
All the distributions were bimodal except for rural CS in families with one 
earning member which had a unimodal distribution skewed to the right and 
with the mode at cost range of Rs.1,000 — 2,999. Out of the other five 
distributions, four had the highest peak at cost range of Rs.1,000 — 2,999 
and the other viz., for urban CS in families with one earning member had 
the higher peak at cost range of Rs.200 — 599. The proportion spending 
Rs.1,000 or more was higher for urban CS of all the three groups 
compared to that for the respective groups among rural CS, the 
percentages varying from 53.5 to 59.1 for urban CS and 40.4 to 47.2 for 
rural CS. 
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2.20.11 


2.20.12 


Influence of Highest Education status in HH : Among tural CS, the 
average cost was highest in families with only illiterates (Rs.1,874) 
followed by CS in families with highest education status of below SSC 
(Rs.1,493) and by CS in families with the highest education status of 
SSC+ (Rs.1,212), showing a decreasing trend with increase in education 
status (Table 50). On the contrary, among urban CS, those in families 
with only illiterates and had the least average cost (Rs.684) which was 
only about one-third of the average cost for CS in families with highest 
education status SSC+ (Rs.2,263) and about one-fourth of that for CS in 
families with highest education status below SSC (Rs.2,539). All the six 
groups had bimodal distributions. While the higher peak was at cost 
range of Rs. 200 — 599 for three distributions, it was at cost range of Rs. 
1,000 — 2,999 for two and at cost range of Rs. 600 — 900 for the last. The 
percentage of urban CS spending Rs. 1,000 or more showed an 
increasing trend with increase in education. Relevant figures were : 
27.3% for CS in families with only illiterates, 54.5% for CS in families with 
highest education status of below SSC and 64.7% for CS in families with 
highest education status of SSC+. There was no such trend among rural 
CS for whom the proportion spending Rs.1,000 or more varied from 36.5% 
to 46.4% which was equal to or less than the overall average of 46.1% 
(Refer para 2.20.2). 


Influence of Occupation : Among both rural and urban CS, average cost 
was highest for employed CS followed by housewives and least for 
unemployed and students of age 15 or more (Table 50). Among the six 
groups, average cost was least (Rs.786) for unemployed and students 
among rural CS and highest (Rs.2,805) among employed urban CS, the 
latter being 3.6 times the former. All distributions of cost were bimodal 
except that for unemployed and students among rural CS which had a 
unmodal distribution with the mode in cost range of Rs.200 — 599. Out of 
the other five, four had the higher peak at cost range of Rs.1000 — 2999 
and the other at cost range of Rs.200 — 599. Proportion who had spent 
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2.20.13 


Rs.1,000 or more was least (22.7%) for unemployed and students among 
rural CS and highest (65.7%) for employed urban CS. For the other four 
groups the proportion varied from 40% to 50% only. 


Influence of duration of cough : As could be expected, average cost 
increased with increase in duration of cough among both rural and urban 
CS (Table 50). Average cost was much higher among urban CS 
compared to rural CS for all the four durations of cough except 3-13 
weeks for which average cost among urban CS was only about 60% of 
that for rural CS. Urban CS with duration of 53 weeks or more had the 
highest average cost (Rs.3,600) among all the population groups shown in 
Table 50 and was much higher than the second highest average cost 
(Rs.2,805) for employed urban CS. Unlike for other population groups, 
out of eight distributions of cost, five were unimodal with three of these 
having mode in the cost range of Rs.1,000 — 2,999, one at the combined 
cost range of Rs.200 — 999 and the other in cost range of Rs.200 — 599. 
Among the three bimodal distributions, two had the higher peak at cost 
range of Rs.1,000 — 2999 and the other (with duration of 3-13 weeks) at 
the cost range of Rs. 1 — 199. The proportion who had spent Rs.1,000 or 
more was higher among urban CS compared to rural CS for all durations 
except 3-13 weeks. This proportion steadily increased with increase in 
duration beyond 13 weeks among both urban and rural CS, but was 
steeper and at a higher level for urban CS. Relevant figures were : 25.1% 
for 14-26 weeks, 50.0% for 27-52 weeks and 64.4% for 53 weeks or more 
among rural CS and 64.8% for 14-26 weeks, 71.3% for 27-52 weeks and 
88.9% for 53 weeks or more among urban CS. This last proportion 
(88.9%) was the highest among all the population groups shown in the 
Table 50 with the second highest being for duration of 27-52 weeks 
among urban CS (71.3%) and third highest among employed urban CS 
(65.7%) and urban CS in families with highest level of education of SSC+ 
(64.7%) - all of them among urban CS. 
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2.20.14 


2.20.15 


Influence of Family Size : While the average cost did not differ between 
families of size 1-6 and 7+ among rural CS, it was somewhat more 
(Rs.2,214) for urban CS in families of size 7+ compared to those in 
families of size 1-6 (Rs.2,032). All the four distributions were bimodal. For 
CS in family size 1-6 in rural areas, the first peak was at cost range of 
Rs.1-199 and the second peak was at the combined cost range of Rs.600- 
2,999. For rural CS in family size 7+ and for urban CS with family size 1-6, 
the first peak was at cost range of Rs.200-599 and the second peak at 
cost range of Rs.1,000-2,999. Urban CS with family size 7+ had the first 
peak at cost range of Rs.200-599 and the second peak at cost range of 
Rs.3,000+. Proportion incurring Rs.1,000 or more was less for rural CS in 
families of size 1-6 (39.5%) compared to those in family size 7+ (47.0%). 
Among urban CS, the position was reversed with 56.8% for family size 1-6 


and 52.1% for family size 7+. 


Influence of religion and caste : Among rural CS, average cost was 
somewhat more among SC/ST (Rs.1,594) compared to that for BCs 
(Rs.1,361) and Other Hindus (Rs.1,397). The highest cost was observed 
for Other Hindus among urban CS (Rs.3,128) which was much higher 
than that for SC/ST (Rs.1,988) and BCs (Rs.1,880). But the proportion of 
CS spending Rs.1,000 or more did not differ between the three urban 
groups (52.9% to 56.7%). This proportion among rural CS was 39.1% for 
BCs, 44.5% for SC/ST and 50.0% for Other Hindus. The distributions 
were bimodal among urban CS for all the three groups and for SC/ST and 
Other Hindus among rural CS. BCs among rural CS had unimodal 
distribution with mode at cost range of Rs.1,000-2,999. Out of the five 
bimodal distributions, four had the second peak at cost range of Rs.1,000- 
2,999 and one at cost range of Rs.3,000+. The first peak was at cost 
range of Rs.1-199 for SC/ST and Other Hindus among rural CS and at 
cost range of Rs.200-599 for all the three urban groups. 
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CHAPTER — 3 
RAICHUR DISTRICT 


f n 

Relationship to Head of Household: Out of the 3,462 respondents, 
relationship with the HOH was not stated for four (0.1%). Among the 
remaining 3,458 respondents 44.6% were the wives of HOH, 36.6% 
the HOH himself, 7.4% son, 4.4% daughter-in-law, 3.5% daughter and 
3.5% others. In the rural sample, 38.6% of the respondents were the 
HOH and 39.9% the wife. The corresponding figures in the urban sample 
were 34.6% and 49.0% respectively. 


Age and Sex of Respondent. Information on sex was available for all 
the respondents. Of them, 65.9% were females (62.7% in rural and 68.8% 
in urban samples). Information on age was available for 3,452 (99.7%). Of 
them, 99.9% were of age 15 or more and 87.8% of age 25 or more. 
Respondents of age 25-54 (which has maturity and good memory) 
formed 71.3%. There were no differences between rural and urban areas 
except for respondents of. age 25-54 which was 68.5% (rural) and 73.8% 
(urban). The average age of the respondents was 40.8 years (39.2 for 
females and 43.7 for males). This difference was observed in both rural 


and urban areas. 


Education Status of Respondents: \|nformation on education status was 
available for 99.7% of the respondents — (99.6% rural and 99.7% urban). 
Out of them, 65.3% were illiterate (65.1% rural and 65.9% urban). While 
29.0% studied upto Standard |X (i.e. below SSC), 5.6% studied upto the 
final year of school or had higher education (SSC+). The percentage of 
respondents with SSC+ was 5.2% in the rural sample compared to 6.7% 
in the urban sample. This percentage was much higher for male 


respondents as compared to females in both rural and urban areas. The 
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relevant figures were : 2.6% for females and 9.6% for males in rural areas 


and 3.1% and 14.7% respectively in urban areas. 


3.2 Population Profil 


3.2.1 


Representativeness of Sample: Raichur district had a population of 
about 22,95,000 according to the 1991 census. Of this, 18,19,000 was 


rural and 4,76,000 urban. The percentage of urban population was less in 


~ Raichur (20.7%) compared to Mysore (29.7%). The study population was 


3.2.2 


20,323 of which 10,058 was from rural areas and 10,265 from urban 
areas. The age-sex distributions of the census and study populations are 
given in Table 1A. The percentage of population in different age - sex 
groups does not differ much between the census and study 
populations in both rural and urban areas. The percentage of males in 
the study population is almost the same as that in the census population in 
both rural and urban areas. The relevant figures are: 49.8% (study) and 
90.2% (census) in rural areas and 50.5% (study) and 51.5% (census) in 
urban areas. Thus, the study sample represents the population of Raichur 
district in the above respects. 


Education Status: Education status was available for 99.9% of the study 
population. Those below 7 years of age formed 17.0%. Among the others, 
40.3% were illiterates (29.9% among males and 50.7% among females). 
llliterates formed the same proportion in rural and urban areas 
(about 40.0%). Illiteracy was higher among rural and urban females 
(about 50%) compared to rural and urban males (about 30%). Those who 
had studied below SSC formed 30.0% (29.5% rural and 31.2% urban). 
SSC+ was attained by 12.7% (12.9% rural and 12.1% urban). This level 
of education was achieved by only 7.4% females compared to 17.9% 


males. 
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Table 1A 


Distribution of census and study populations by sex and age in rural and 
urban areas (Raichur District). 


Males Females 
Census (1991) 


NS — Not stated 


Note : Percentages in different age groups are calculated out of the number of 
persons for whom age has been stated. 


3.2.3 


Occupation: \|nformation on occupation was collected from 99.9% of the 
study population. The age group of 0-5 years (14.4%), students and 
school drop outs in the age group of 6-14 years (23.4%) and housewives 
(19.0%) together formed 56.7% - 56.0% in rural areas and 58.3% in urban 
areas. In rural areas, persons engaged in agriculture and allied work 
(19.0%), business and allied HH industry (5.8%), unskilled labour (4.4%) 
and skilled labour (3.7%) formed the bulk of those engaged in productive 
activities. About one-fifth was unemployed. Out of 6-14 age group, 11.2% 
were working. In urban areas, unskilled workers formed 9.5%, skilled 
workers 8.3%, those engaged in business and allied household industry 
7.1% and agriculture and allied work 6.7%. Among rural females of age 15 
or more, 57.1% were housewives only, 16.0% doing agricultural labour, 
4.8% students, 3.7% engaged in own cultivation, 2.9% housewife-cum- 


workers and 7.7% unemployed. In urban areas, 59.9% of females of age 


15 or more were houswives, 10.1% general labourers, 9.9% agricultural 
labourers, 4.3% students, 3.8% owning petty shop or business and 6.5% 


unemployed. Out of 6-14 age group 7.8% were working. 


3.3. Household Profile 


3.3.1 


3.3.2 


Religion and Caste: \|nformation on religion and caste was obtained for 
all HHs except one rural HH. The highest proportion was for SC/ST 
(35.1%) followed by BCs (27.6%), Other Hindus (20.5%) and Muslims 
(16.4%). SC/ST, BCs and Other Hindus together formed 83.2% of the 
HHs (84.1% rural and 81.2% urban). While SC/ST were more in urban 
areas. (40.7%) compared to rural areas (32.7%), Other Hindus were more 


in rural areas (22.9%) compared to urban areas (15.0%). 


Type of Family: A\l the HHs could be classified into three types of 
families. Majority were nuclear families (husband, wife and children) 
(55.8%), this proportion being higher in urban areas (58.9%) compared to 
rural areas (54.5%). Joint families (which also included parents, brothers, 


sisters and children's family) were more in rural areas (37.5%) compared 
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3.3.3 


3.3.4 


to urban areas (32.0%). Extended families (with addition of the families of 
brothers, sisters, uncles etc) formed only 8.3% of the total HHs (8.0% rural 
and 9.1% urban). HHs with chest symptomatics (CS HHs) had more 
joint families (60.2%) compared to HHs without a chest symptomatic 
(34.7%). This was observed in both rural and urban areas. The 
respective figures were : 63.8% and 36.1% rural and 51.7% and 31.3% 
urban. 


Education Status of HOH: Information on the education status of the 
head of the HH (HOH) could be ascertained from the data for 99.9% of the 
HHs (99.9% each for rural and urban). Out of them, 59.4% were illiterate 
(60.1% rural and 57.6% urban). While 25.7% studied below SSC, 14.9% | 
studied upto final year of school or had higher education. Percentage of 
HOH who were SSC+ was 13.8 in rural areas as compared to 17.6 in 
urban areas. This percentage steadily increased from 4.8 in CS HHs 
to 13.6 in non-CS sick HHs and to 20.6 in non-sick HHs in rural areas 
and from 6.7 to 17.7 and to 22.4 respectively in urban areas. The 
education status of the HOH seems to have a positive effect on health of 
the HH. This seems to influence the type of sickness also, if CS HHs could 


be considered to be more unhealthy than non-CS sick HHs. 


Highest Education Level in HH: The highest education level attained by 
members of the HH was ascertained from the data for all the HHs. There 
were only illiterates in 20.2% of the HHs, this percentage being (20.7%) in 
rural areas and 19.0 in urban areas. The percentage of HHs which had 
persons who studied upto Standard IX or less (below SSC) and final year 
of school or beyond final year (SSC+) was 43.5 and 36.4 respectively. 
Percentage of HHs with highest level of SSC+ steadily increased 
from 30.4 in CS HHs to 36.0 in non-CS sick HHs and to 44.3 in non- 
sick HHs in rural areas. In urban areas, this percentage showed the 
same trend but the increase from non-CS sick HHs to non-sick HHs was 


too small. The relevant percentages were 24.5, 36.6 and 37.8 
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3.3.9 


3.3.6 


respectively. This indicates a possible positive effect of the highest 


education level of the HH on the health of the HH. 


Family Size: The distribution of all HHs and CS HHs according to family 
size in rural and urban areas is given in Table 2A. Percentage of CS 
HHs out of all HHs increased steadily with the size of the family in 
both rural and urban areas (except for a higher percentage in 
families with 1-3 members in rural areas). The percentage of non-sick 
HHs showed the opposite pattern of decrease for families of all sizes 
without any exception. Percentage of non-CS sick HHs showed a pattern 
of increase for urban areas but not for rural areas. The mean size of 
family was highest for CS HHs (6.4) followed by non-CS sick HHs (5.8) 
and non-sick HHs (4.8) and showed a decreasing trend in size of the 
family for the three types of HHs. The mean values were nearly the same 


in both rural and urban areas. 


Number of Females in HH : Similarly, the percentage of CS HHs out of 
all HHs increased steadily with the number of females in the HH in rural 
and urban areas with one exception each. The relevant figures are : 5.3% 
for 0-1 female, 5.0% for 2-3 females, 7.4% for 4-5 females and 13.5% for 
6 or more females in rural areas and 5.6%, 6.9%, 7.1% and 5.5% 
respectively in urban areas. Percentage of non-CS sick HHs out of all HHs 
also showed the same increasing trend in rural and urban areas with one 
exception viz., a drop in percentage for rural families with 6 or more 
female members. The ranges in percentages — 77.9% to 85.7% (rural) 
and 75.1% to 87.3% (urban) — were small, particularly for rural areas. 
Consequently, the percentage of non-sick HHs out of all HHs showed a 
clear and steady decreasing trend in rural and urban areas. The range in 
percentage was from 16.8% to 2.1% (rural) and 19.2% to 7.3% (urban). 
Average number of females in the HH decreased from 3.5 for CS HHs to 


3.1 for non-CS sick HHS and to 2.4 in non-sick HHs, in rural areas. 
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Table 2A 


Distribution of different types of HHs according to family size in rural and 
urban areas (Raichur district) 


Type of HHs No. of persons in the HH 
4-6 mmeerics 
(5) 


No. of HHs 


. CS HHs 
a) No. 
b) Percentage 
. Non—CS sick HHs 
a). No. 
b). Percentage 
. Non-—sick HHS 


a). No. 
b). Percentage 


Urban 


No. of HHs 


CS HHs 
a). No. 
b). Percentage 


. Non—-CS sick HHs 
a). No. 
b). Percentage 


. Non- sick HHs 
a). No. 
b). Percentage 


3.3.7 


3.3.8 


3.3.9 


Number of Persons of Age 15 or more in HH : Similar trends were 
observed for proportion of CS HHs out of all HHs with increase in the 
number of persons of age 15 years or more (15+). The relevant figures 
are : 4.1% for HHs with 1-2 persons of age 15+, 4.5% for those with 3-4 
such persons, 10.3% for HHs with 5-6 persons and 13.2% for HHs with 7 
or more such persons, in rural areas and 4.5%, 7.8%, 9.2% and 5.6% 
respectively in urban areas. There was no such pattern for percentage of 
non-CS sick HHs. Percentage of non-sick HHs out of all HHs decreased 
steadily. The relevant figures are : 12.1% for HHs with 1-2 persons of age 
15+, 11.6% for HHs with 3-4 persons, 8.8% for HHs with 5-6 persons and 
4.4% for HHs with 7 or more persons, in rural areas and 15.2%, 14.2%, 
12.6% and 11.9% respectively in. urban areas. Average number of 
persons of age 15+ decreased steadily from 4.0 for CS HHs to 3.1 for non- 
CS sick HHs and to 2.7 for non-sick HHs in rural areas and from 3.2 to 2.8 


and to 2.7 respectively in urban areas. 


Number of Females of Age 15 or more: The pattern was similar for the 
percentages of CS HHs and non-sick HHs out of all HHs with increase in 
the number of females of age 15+ in the HH in both rural and urban 
areas. The relevant figures are: (a) for CS HHs, 4.7% for HHs with 0-1 
female of age 15+, 6.8% for those with 2 females, 8.4% with 3 females 
and 10.6% with 4 or more females, and (b) for non-sick HHs 13.5%, 
10.8%, 10.9% and 5.7% respectively, with one exception viz., no 
decrease for those with 3 females of age 15+. Average number of females 
of age 15+ decreased steadily from 2.2 for CS HHs to 1.9 for non-CS sick 


HHs and to 1.6 for non-sick HHs in rural areas. 


Number of Children below six years and number of dependent 
persons : The percentage of CS HHs out of all HHs did not show any 
pattern with increase in number of children of age below 6 years. But, 
percentage of non-sick HHs out of all HHs showed a decreasing trend in 


rural and urban areas. The relevant figures were : 13.6% for no such child, 
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9.5% for one such child, 6.3% for 2 such children and 3.6% for 3 or more 
of such children in rural areas and 17.7%, 14.0%, 8.9% and 5.0% 
respectively in urban areas. Percentages of CS HHs and non-sick HHs 
out of all HHs showed similar patterns as for number of children below six 
years viz., no trend for percentage of CS HHs and a decreasing trend for 


percentage of non-sick HHs, in rural and urban areas. 


3.3.10 Occupation : As expected, the main type of work of the HH was 
agricultural work (including dairy and sericulture also) in the rural areas 
with 49.6% being so engaged. Next came business with 20.3% and coolie 
(labourer) with 13.1%. In the urban areas, the main type of work of the 
HH which was most frequent was coolie (38.2%) followed by business 
(25.1%), agricultural work (16.2%) and office work (12.6%). The difference 
between the three types of HHs were small. The exceptions were : (a) in 
rural areas, proportion engaged in business was less among CS HHs 
(12.4%) compared to about 20% among the other two types of HHs, (b) in 
urban areas, proportion working as collie was less among CS HHs 
(25.4%) compared to about 40% among the other two types of families 
and (c) in rural and urban areas, proportion engaged in agriculture 


decreased from CS HHs to non-CS sick HHs and to non-sick HHs. 


3.3.11 Earning Members : Only 1.0% of the HHs did not have any earning 
member (1.1% rural and 0.6% urban). HHs with one earning member 
formed 35.8% followed by 2 earning members (29.1%) and 3 earning 
members (18.1%). The average number of earning members per HH was 
2.1 in urban areas and 2.3 in rural areas. This was due to the single 
earning member HHs being more in urban areas (41.3%) as against 
33.4% in rural areas. Average number of earning members per HH was 
2.5 for CS HHs, 2.2 for non-CS sick HHs and 1.9 for non-sick HHs. 
The corresponding figures were: 2.7, 2.3 and 1.8 respectively in rural 
areas and 2.0 each for all the categories of HHs in urban areas. The 


overall mean was 2.2 (2.3 rural and 2.1 urban) 
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3.3.12 Earning Female Members : Households without earning female 


members were slightly more in urban areas (60.3%) compared to 56.6% in 
rural areas, the overall proportion being 57.7%. Next in frequency were 
HHs with one earning female member (28.8%) followed by 2 earning 
female members (10.1%). The average number of female earning 
members per HH was 0.6 (0.6 rural and 0.5 urban). This average in rural 
areas was 0.7 each in CS HHs and non — CS sick HHs and 0.4 in non-sick 


HHs. The respective figures in urban areas were 0.6, 0.6 and 0.4. 


3.4 Sickness in Household 


3.4.1 


3.4.2 


Sick Persons : There was atleast one chest symptomatic (CS) in 
6.3% of HHs. While 82.1% of HHs had sick persons (SPs) without chest 
symptoms, 11.6% had no SP. Percentage of HHs with CS was same in 
rural areas (6.3%) and urban areas (6.6%). Non-sick HHs (i.e., without a 
SP) were 10.5% in the rural sample as against 14.2% in the urban 


sample. 


SPs in different types of HH: The proportion of HHs with at least one 
SP was 88.4%. Out of these, 58.5% had only one SP in the HH, 30.8% 
two SPs and 8.0% three SPs which together accounted for 97.3% of the 
total. Proportion of HHs with one SP was less in rural areas (55.8%) 
compared to urban areas (64.8%). Consequently, two or more SPs were 
more common in rural HHs. Among the CS HHs, 54.5% had only one SP, 
32.5% two SPs and 8.9% three SPs. The corresponding figures for non- 
CS sick HHs were : 58.9%, 30.6% and 8.0% respectively. The proportion 
of single SP HHs among CS HHs was 52.4% in rural areas compared to 
99.3% in the urban areas. The corresponding figures for non-CS sick HHs 
were higher : 56.1% and 65.3% respectively. The average number of sick 
persons was 1.6 in CS HHs and 1.5 in non-CS sick HHs. 
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3.4.3 Female SPs : Among the 3,032 sick HHs, 38.4% had no female SP, 


3.4.4 


55.0% one female SP and 12.7% two female SPs. Among the CS HHs, 
37.9% had no female SP, 49.2% one female SP and 11.0% two female 
SPs. The corresponding figures for non-CS sick HHs were : 29.8%, 
55.4% and 12.8% respectively. | Urban-rural differences in the above 
percentages were small. However the proportion of single female SP HHs 
among CS HHs was 51.4% in the rural sample as compared to the urban 
sample (44.1%). The corresponding figures for non-CS sick HHs were 
55.1% and 56.2% respectively. The higher proportion of HHs without 
female SP among CS HHs (37.9%) compared to that in non-CS sick HHs 
(29.8%) shows that sickness among females was less in CS HHs. The 
above difference was found in both rural and urban areas, it being 
larger in the latter (44.1% vs 32.4%). The average number of female SPs 
was 0.8 in CS HHs and 0.9 in non-CS sick HHs. 


SPs of age 15 or more : Among the sick HHs, 17.8% did not have any 
SP of age 15 or more (16.8% rural and 20.2% urban). Proportion of sick 
HHs which had one SP of age 15 or more was 60.8% and that with two 
SPs of age 15 or more was 17.8%. Among CS HHs, the proportion with 
one SP of age 15 or more was 61.8%, with two SPs 31.7% and with three 
SPs 6.5%. In non-CS sick HHs, the corresponding figures were 60.7%, 
16.7% and 2.5% respectively. Proportion with two SPs of age 15+ among 
CS HHs (31.7%) was almost double of that in non-CS sick HHs (16.7%), 
this being mainly due to the higher proportion of 33.3% among CS HHs 
compared to 18.0% for non-CS sick HHs. Proportion of CS HHs with one 
SP of age 15+ was less in rural areas (58.1%) compared to urban areas 
(70.3%). Other percentages given above did not differ much between rural 
and urban areas. The average number of SPs of age 15 or more was 
higher in CS HHs (1.4) compared to that in non-CS sick HHs (1.1). This 
difference was observed in both areas — 1.5 and 1.1 (rural) and 1.3 and 
0.9 (urban). 
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3.5 


345 Female SPs of age 15 0r more : There was no female SP of age 15 or 


3.4.6 


3.4.7 


3.5.1 


more in 43.6% of the sick HHs. This proportion was 42.6% in rural areas 
and 46.1% in urban areas. The percentage of sick HHs with one female 
SP of age 15 or more was 50.2 (50.4 rural and 49.8 urban). The pattern 
was similar in both CS and non-CS sick HHs. The average number of 
female SPs of age 15 or more was 0.7 in CS HHs and 0.6 in non-CS sick 


HHs. 


Number of CS in HH: Out of the CS HHs, 98.8% had only one CS 
and the remaining 1.2% two CS in the HH. The average number of CS 
per HH was only marginally more than one (1.01). The pattern was similar 


in both rural and urban areas. 


Number of Female CS in HH: Among the CS HHs, 60.5% did not 
have a female CS and the remaining 39.5% had one female CS. 
Percentage of CS HHs without female CS was less in rural areas (58.1) 
compared to urban areas (66.1). The average number of female CS in the 


CS HHs was 0.4 in rural areas and 0.3 in urban areas. 


Prevalence of Sickness 


Prevalence during last six months : \Information about persons who 
were sick at any time during the past six months (SPs) was collected from 
each HH. Proportion of sick persons in the population was 23.2% 
(23.9% rural and 21.6% urban). Prevalence of sickness was more 
among females (25.7%) as compared to males (20.7%). Those who had 
cough, upper respiratory infection and breathing problems formed 9.2% 
and those who had cough (alone or in combination with other related 
symptoms) formed 5.1% (5.2% rural and 5.0% urban). Persons having 
cough along with fever, or chest pain or blood in sputum were 3.8% (3.9% 
rural and 3.7% urban). Cough of duration more than three weeks formed 
1.2% (1.1% rural and 1.3% urban). Those who had productive cough also 
(i.e., chest symptomatics (CS) as defined under RNTCP) were 1.1%. 
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3.5.2 


3.5.3 


3.5.4 


(1.1% rural and 1.2% urban). The prevalence of CS was 1.4% among 
males and 0.9% among females. This sex difference in prevalence was 
less pronounced in rural areas (1.3% for males and 0.9% for females) 
compared to urban areas (1.5% for males and 0.8% for females). The 
number of CS were 226 of which 106 were in rural areas and 120 in urban 
areas. Of the 226 CS, 141 (62.4%) were males and 85 (37.6%) females. 


Main Groups of Symptoms : On the basis of the reported symptoms, 
five groups with similar symptoms were formed. Thus, of the 4,620 sick 
persons, 1,845 (39.9%) had cough, upper respiratory infection (URI) or 
breathing problems, 1,194 (25.8%) had fever, 672 (14.5%) diarrhoea or 
other abdominal problems, 492 (10.6%) general problems such as pains 
and aches and 417 (9.0%) other symptoms/health problems. 


Prevalence rate for Cough: Age-sex prevalence rates were calculated 
for the first four of the five groups (which together formed 91.0% of the 
sick persons) (Table 3A). The cough group generally had higher 
prevalence in older age groups. This trend was more prominent 
among rural males, with a steady and substantial increase from 6.3% 
for 15-24 years to 29.0% for 65+ years. Among rural and urban females 
and urban males, the prevalence rates were comparatively smaller 
generally in the older age groups and the increasing trend was not so 
prominent. For all the four groups (rural/urban and male/female), 
prevalence rate decreased with age from 0-4 age group to 15-24 age 
group and thereafter increased upto 55-64 age group for rural and urban 
females and upto 65+ age group for rural and urban males. Urban males 
and females had a high prevalence rate in the 0-4 age group and to a 


lesser extent in the 5-14 age group. 
Prevalence rate for Fever : The prevalence rates for the fever group 


were consistently higher for females compared to males in all age groups 


except 5-14 and 55-64 age groups in rural areas and for all age groups 
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Table 3A 
Prevalence rate for certain groups of sickness in different age — sex groups 
(Raichur district) 


residence 


(1) 


1. Cough, upper 
respiratory and 
breathing 
problems 


Rural : Males 
Females 


Urban : Males 
Females 


Rural : M&F 
Urban: M&F 


2. Fevers 


Rural : Males 
Females 

Urban : Males 

Females 


Rural :M&F 
Urban: M&F 
3. General Problems 


Rural : Males 
Females 


Urban : Males 
Females 


Rural : M&F 
Urban: M&F 


4. Diarrhoca & other 
abdominal 
problems 


Rural : Males 
Females 


Urban : Males 
Females 


Rural :M&F 
Urban: M&F 


3.9.9 


3.5.6 


3.9.7 


after 15 years in urban areas. Prevalence rate was higher in rural 
areas compared to urban areas for all the age groups except 35-44 


years. 


Prevalence rate for general problems and Diarrhoea: The prevalence 
rates for general problems were substantially higher among females 
as compared to males in all the age groups after 35 years in rural and 
urban areas. This rate was consistently higher in the rural areas as 
compared to urban areas in all age groups after 25 years. The 
prevalence rate for the Diarrhoea group was consistently higher in 
rural areas as compared to urban areas for all age groups upto 44 years 


and thereafter consistently lower for the remaining three age groups. 


Prevalence of cough and other symptoms by Sex : Comparison of 
prevalence rates for cough (CO) and other sickness (OS) for different 
groups of population in rural and urban areas (Table 4A) shows some 
interesting findings. While prevalence rate for cough (CO) was more 
among males compared to females in both rural and urban areas, it 


was the reverse for other symptoms (OS). 


Prevalence of CO and OS by Age : Prevalerice rate for both CO and OS 
in rural and urban areas showed an initial decline with age followed by a 
steady increase with age. The only exceptions were a drop in the urban 
rate for (a) 65+ age group for CO and (b) 45-54 age group for OS. In both 
rural and urban areas, the dip in rate was in age group (a) 15-24 for CO 
and (b) 5-14 for OS. Rural-urban differences in both the prevalence rates 
were small. Another interesting finding (not shown in the Table) is that 
the percentage of persons with cough for more than three weeks out 
of those having cough generally increased with age. The relevant 
figures are : 1.4% for (0-4), 8.0% for (5-14), 8.2% for (15-24), 14.0% for 
(25-34), 14.3% for (35-44), 41.7% for (45-54), 41.8% for (55-64) and 
50.0% for (65+) in rural areas and 3.3%, 11.1%, 16.0%, 23.2%, 34.4%, 
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Table 4A 


Prevalence rates for cough (CO) and other symptoms (OS) in different 
population groups (Raichur district) 


—) Prevalence j. paiay Prevalence 
ato ate 
‘incall ai LS 
es 6) 

: 5.0 


Population groups 


1. Total 


2. Sex : Female 
Male 


. Age: 


0-4 
5-14 

15 —24 
25 — 34 
35 — 44 
45-54 
55 — 64 
65+ 


. Type of family 
Nuclear 
Joint 
Extended 


Family Size 
1-3 
4-6 
7-9 

10+ 


No. of females in HH 
0-1 
2-3 
4-5 

6+ 


Education 
llliterate 

Below SSC 
SSC + 


Religion & caste : 
SC/ST 

BCs 

Other Hindus 
Muslims 
Other 


(2) 


433| 13.2| 27.0 399| 10.0| 24.1 
2,006| 3.4] 13.1 2,015| 3.1] 11.5 
pibcedpiceslede iar reasaticn oe rereti ates 


22.6 1,905 46} 22.9 
92 6.5 30.4 51 9.8) 23.5 


9. Occupation : 
A: a). Unemployed 
b). Students (age 15+) 


Sub Total 


B: a). Housewives 
b). Housewife cum 
workers 


C: Employed — Labour : 
a). Skilled 
b). Unskilled 


370 4.6 17.0 856 48] 11.9 
445 7.6 20.4 971 58] 19.3 


-——#15| _63| 189| _1,827| 5.3] 158 


D: Employed — others : 
a). Agriculture & allied 
work 
b). Business & allied 
HH Industry 


NC — Not Calculated because of small numbers 


41.9%, 56.6% and 50.0% respectively in urban areas. Thus, in the age 
groups with higher and higher prevalence rates for cough, the 
percentage having cough for more than three weeks also increased 
leading to larger and larger number of persons with cough for more 
than three weeks with increase in age. This was so in both rural and 


urban areas. 


3.5.8 Prevalence of CO and OS by type of Family, Family size and number 
of Females in HH : Prevalence rates (rural and urban for OS) were 
highest for nuclear families followed by joint families and extended families 
(least). Similarly, all the four rates decreased steadily with increase in 
family size and in number of females in the family. The only exception was 
prevalence rate for CO in rural families with 7-9 members. Surprisingly, 
the prevalence rates for CO and OS were least in the largest families 
and those with the maximum number of females in the family, the 
latter possibly being a reflection of large family size. The difference in 
rates between the types of families mentioned earlier may also be due to 


increase in family size. 


3.5.9 Prevalence of CO and OS: By Education Status : Prevalence rates in 
rural and urban areas for CO and OS showed a steady decline with 
increase in the level of education. Rural-urban differences in both 
prevalence rates according to education status were either small or 
negligible. 


3.5.10 Prevalence of CO and OS : By Religion and Caste: Differences in 
prevalence rates for CO between the religion and caste groups and 
between rural and urban areas were small. This was so for prevalence 
rates for OS also. 
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3.5.11 Prevalence of CO and OS : By Occupation: Prevalence rate for CO in 


rural and urban areas was highest among unemployed (13.2% and 10.0% 
respectively). In rural areas, unskilled labour came second (7.6%) and 
housewife-cum-worker third (6.5%). In urban areas, house-wife-cum- 
worker came second (9.8%). Students had the lowest prevalence rate in 
rural and urban areas (3.4% and 3.1% respectively). The prevalence rate 
for OS in rural areas was highest among housewives — cum — workers 
(30.4%) followed by unemployed (27.0%) and housewives (22.6%). 
Prevalence rate for these three groups did not differ in urban areas and 
had the highest rates (22.9% to 24.1%). It was least among students in 
rural and In urban areas (13.1% and 11.5% respectively). Overall, another 
group which had low prevalence rate was skilled labour. Unskilled labour 


generally had high rates. 


3.6 Duration of Sickness 


3.6.1 


3.6.2 


Duration of Sickness in Rural and Urban Areas : \|nformation on 
duration of sickness was available for all the SPs in rural and urban areas. 
Among them, duration was less than 8 days for 62.5%, 8-14 days for 
6.6%, 15-21 days for 3.7%, 22-28 days for 7.1% and 29 days or more for 
20.2%. The corresponding figures for urban areas were 59.8%, 7.3%, 
4.3%, 6.0% and 22.6% respectively. The pattern was similar in both rural 
and urban areas and differences in the percentages were small or 
negligible. It is significant that about 70.0% of SPs with sickness for 
29 days or more in fact had sickness for 181 days or more. 

Duration of Sickness : By Main Groups : Table 5A shows the duration 
of sickness for persons with four main groups of symptoms. For all the 
four groups in both rural and urban areas two peaks are evident. The 
first peak is invariably for symptoms of less than 8 days duration and 
the other generally for symptoms of 29 days or more. The proportion 
of persons with symptoms of duration 8-14 days, 15-21 days and 22-28 
days was quite small (varying from 2.3% to 14.0%). The first peak had the 
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Table 5A 


Duration of sickness for persons with four main groups of symptoms 
(Raichur district) 


Fevers 


Diarrhoea: 


General problems 


Urban 
Cough : 


Fevers: 
Diarrhoea : 


General problems 


highest frequencies in both rural and urban areas for fever group (over 
80%) followed by cough (64% to 70%) and diarrhoea (61% to 65%). 
General problems had the lowest frequencies (24% to 25%). Proportion 
having cough was more in rural areas (70.1%) compared to urban areas 
(63.9%). Duration of 29+ days, which probably indicates the start of 
chronic sickness, was negligible for the fever group — 3.5% (rural) and 
3.9% (urban) but showed somewhat higher frequencies for the cough 
and diarrhoea groups (15% to 21%). Both had higher frequencies in 
urban areas compared to rural areas. These indicate substantial 
proportion with chronic sickness in these two groups. The last group had 
the highest frequencies for duration of 29+ days (about 51% each in rural 
and urban areas) indicating that chronic sickness may be much more for 
those with general problems like aches and pains. The proportion of 
persons reporting duration of less than 8 days was the lowest for general 
problems. The vast majority of persons reporting duration of 29+ days for 
each of the four groups of symptoms actually had duration of 90 days or 
more, for all except fever 181 days or more. 


3.7 ion taken by sick persons (all HHs 
3.7.1 Action taken by Rural SPs : By Type of Sick HH : Action taken when 
someone was sick during the last six months in different types of sick HHs 
in rural areas is shown in Table 6A. This information was available for all 
HHs. While 1.6% did not take any action, 1.9% did not consult any health 
facility (purchased and took drugs, had traditional / home remedy, etc). 
The remaining 96.5% (almost same among CS and non-CS sick HHs) 
contacted some health facility, some of them contacting more than 
one. Those consulting only primary level facilities (PMP and PHC) 
formed 90.5%. This proportion was less among CS HHs (81.9%) 
compared to non-CS HHs (91.1%). Direct-'use of secondary level facilities 
alone was so small by CS HHs (1.9%) and non-CS HHs (3.0%). The net 
result was that those consulting both primary and secondary level services 


were more among CS HHs (11.4%) compared to non-CS_ HHs (2.4%). 
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Table 6A 
Action taken by HHs when some was sick during the last six months in rural 
Raichur, by type of HH. 


Health facility contacted Sick HHs 
es ee 
7 


1. No action 


2. Action without 
medical consultation 


. Primary level 
a) PMP 

b) PHC 

c) PMP & PHC 
d) Others 

e) PMP & Others 


4. Secondary level 
a) GH 

b) NGH 

c) GH & NGH 
d) NGH & Santorium 


5. Primary & 

Secondary level 

a) PMP & GH 

b) PMP& NGH 

c) PMP & sanatorium 

d) PMP & 2 other 
facilities 

e) PHC & GH 

f) PHC & NGH 

g) Others & GH 


6. Other combinations 
(mostly 3 or more 
facilities) 


7. Not stated 


Total contribution (alone 
or in combination) by 

a) PMP 
b) PHC 
c) GH 
d) NGH 


3.7.2 


3.7.3 


Table 6A (item 5) shows six types of combinations of primary and 
secondary level facilities. The most frequent combination for CS HHs was 
PMP and GH with 6.7% doing so. Use of other combinations was 
negligible. Hardly any of the SPs in CS HHs had visited the District 
Tuberculosis Centre (DTC), even on referral from the primary level 


(not shown in the Table). 


Popularity of different types of Health facilities among Rural SPs: 
The lowest part of Table 6A shows. that the facility which was used 
most (either alone or in combination with others) was PMP (92.2%), 
the proportion for CS HHs and non — CS HHs being 91.4% and 92.3% 
respectively. Next came GH (5.0%), PHC (a negligible 2.3%) and NGH 
(an even more negligible 0.8%). The most popular facility among both 
types of HHs was PMP (with more than 90% using it). PHC was used 
by less than 3% only. Though hospitals were not used so often, CS HHs 
used this facility comparatively more than non-CS HHs. The relevant 
figures were 8.6% and 4.8% for GH and 1.9% and 0.7% for NGH. 


Action taken by Urban SPs : By type of Sick HHs : Table 7A shows 
the action taking pattern in urban areas. Information was available for all 
but one CS HHs and all non-CS_ HHs. While 2.0% did not take any 
action, 2.7% did not consult any health facility. The remaining 95.3% 
(88.9% for CS HHs and 96.0% for non-CS HHs) visited some health 
facility, some of them using multiple facilities. Percentage not taking 
action was higher among CS HHs (6.8%) compared to non-CS HHs 
(1.5%). Those contacting only primary level facilities formed 70.1% 
which was less than 90.5% in rural areas (Table 6A). This proportion 
was less among CS HHs (46.2%) compared to non-CS HHs (72.1%). 
Those using secondary facilities alone was higher in urban areas 
(17.4%) compared to 2.9% in rural areas (Table 6). Those using both 
primary and secondary levels was much higher among CS HHs 
(27.4%) compared to non-CS HHs (6.3%) which was quite similar to that 
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Table 7A 


Action taken by HHs when someone was sick during the last six months in 
urban Raichur by type of HH 


Health facility contacted 


(1) 
1. No action 


2. Action without medical 
consultation 


3. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC. 
h) Others 
i) PMP & Others 


1,078 


rf 


4. Secondary level 
a) GH 
b) NGH 
c) GH & NGH 
d) NGH & Santorium 
267 


5. Primary & 
Secondary level - 
a) PMP & GH 
b) PMP& NGH 
c) PMP & sanatorium 
d) PMP & 2 other facilities 
e) PHC & GH 
j) PHC & NGH 
k) Others & GH 


6. Other combinations 
(mostly 3 or more 
facilities) 


7. Not stated 


= © = 
=O0OOhRDO a & 


Total contribution (alone or 
in combination) by 

a) PMP 

b) PHC 

c) GH 

d) NGH 


3.7.4 


3.7.5 


in rural areas with percentages of 11.4% and 2.4% respectively. The most 
common combination in urban areas was PMP and GH (5.8%) followed by 
PMP and NGH (1.2%), both quite small. The use of these two 
combinations was higher among CS HHs compared to non-CS sick HHs. 
The relevant figures for the first combination were 14.5% and 5.1% 
respectively and those for the second combination were 6.0% and 0.8%. 
Only 0.3% had used the combination of PMP with sanatorium/DTC. 


Popularity of different types of Health facilities among Urban SPs: 
The lower part of Table 7A shows that the facility which was used most 
(either alone or in combination with others) was PMP (77.2%), the 
proportion for CS HHs and non-CS sick HHs being 73.5% and 77.5% 
respectively. Next came government hospital (21.8%) followed by non- 
government hospital (2.6%). Government hospital was preferred by both 
types of HHs to non-government hospital. The relevant figures for CS 
HHs were 26.5% and 10.3% and for non-CS HHs 21.7% and 2.0%, the 
latter type of HH making less use of either type of hospital. 


Action taken by Rural CO and OS: Action taken by persons suffering 
from cough and other symptoms in rural areas is shown in Table 8A.. The 
relevant information was available from all HHs except one with SP 
suffering from symptoms other than cough. The most striking findings from 
Table 8A are that (a) percentage of rural SPs contacting PHC was 
negligible (total contribution being 1.8% only) and (b) persons with 
cough for more than three weeks behaved differently from those with 
cough of less than or equal to three weeks and with other symptoms. 
About 90% of the last two groups contacted primary level facilities alone, 
almost all of them visiting PMP. Visiting both primary and secondary level 
facilities was negligible. In contrast, 79.1% of those with cough of three 
weeks or more contacted primary level alone and 9.6% visited various 
combinations of primary and secondary level facilities, depicting hectic 


efforts by one-tenth of these SPs by visiting multiple centres to get relief of 
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Table 8A 


Action taken by persons suffering from cough and other symptoms during 
the last six months in rural Raichur 


“Health faci coniacled | SK 
Cough < 3 weeks | Cough > 3 weeks | Other Sysmptoms 

% 

S 2 aK (5) 
7.8 1.8 


13 


1. No action 


2. Action without medical 
consultation 


3. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC 
|) Others 
m) PMP & Others 


4. Secondary level 
a) GH 

b) NGH 

c) GH &NGH 
d) NGH & Santorium 


5. Primary & 

Secondary level 

a) PMP & GH 

b) PMP& NGH 

c) PMP & sanatorium 

d) PMP & 2 other 
facilities 

e) PHC & GH 

n) PHC & NGH 

0) Others & GH 


6. Other combinations 
(mostly 3 or more 
facilities) 


7. Not stated 


Total contribution (alone 
or in combination) by 

a) PMP 

b) PHC 

c) GH 

d) NGH 


3.7.6 


3.7.7 


their suffering. Surprisingly, only two out of 115 persons with cough 
for more than three weeks (1.7%) visited DTC or sanatorium. 


Popularity of different types of Health facilities among CO and OS: 
The total contribution of PMP (alone or in combination with others) 
was 87.0% for those with cough for more than three weeks and did 
not differ from that for the other two groups. The total contribution of 
PHC was only 2.6% for those with cough for more than three weeks, 
1.8% for those with other symptoms and 1.9% for those with cough for 
less than or equal to three weeks. The contribution by hospital 
(government or non-government) was better particularly among those with 
cough for more than three weeks (10.4%) compared to 4.5% and 4.1% 
among the other two groups. 


Action taken by Urban CO and OS: Table 9A shows that the situation 
was similar in urban areas also. The main difference was a reduction in 
those contacting primary level facilities and a consequent substantial 
increase in those contacting secondary level facilities directly. Primary 
level contacts were almost entirely confined to PMP, PHC being a rural set 
up. Reduction in use of primary level was much more among those with 
cough for more than three weeks with only 49.2% doing so. Those using 
secondary level was 15.9% and both levels 22.0%. The last proportion 
was only 0.6% and 1.3% for the other two groups of SPs. Direct use of 
secondary level was highest among SPs with other symptoms (22.9%) 
and least among SPs with cough for less than or equal to three weeks 
(13.1%). Even in urban areas with a DTC close at hand and easy 
transport facilities, its contribution was negligible. The contribution of 
the sanatorium (which was also similarly located) was comparatively more 
but still negligible. Only five SPs with cough for more than three weeks 
(3.8%) visited DTC/Sanatorium. 
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Table 9A 


Action taken by persons suffering from cough and other symptoms during last 
six months in urban Raichur 


Health tacty contacted ~~ SIKS 


1. No action 


2. Action without medical 
consultation 


3. Primary level 

a) PMP 

b) PHC 

c) PMP & PHC 
p) Others 

q) PMP & Others 


1,214 


4. Secondary level 


a) GH 361 271.2 
b) NGH 28 1.6 
c) GH & NGH 2 0.1 
d) NGH & Santorium 0 0.0 
[381,22 


5. Primary & Secondary level 
a) PMP & GH 

b) PMP& NGH 

c) PMP & sanatorium 

d) PMP & 2 other facilities 
e) PHC & GH 

r) PHC & NGH 
s) Others & GH 


peal 
ososo 
oo =3 © OO = O 


sd Pa 
w 
LS) 
Nh 
: 
wd 
>) 
S 
ro2) 


6. Other combinations 
(mostly 3 or more facilities) 

7. Not stated oe 

Total contribution (alone or in 

combination) by 
a) PMP 70.7 
b) PHC 0.9 
c) GH 21.8 
d) NGH 1.8 


3.7.8 


3.7.9 


Action taken by Main Groups of Symptoms: Comparison of the action 
taking pattern among the five main groups of symptoms in rural areas 
showed that the vast majority of all the five groups contacted primary 
health facilities, the percentages varying from 82.1% to 93.2%. The 
contacts were almost exclusively to PMP (varying from 79.7% to 91.2%). 
The percentage contacting secondary level facilities varied from 3.5 to 8.0. 
The situation was similar in the urban areas. The most striking 
difference between rural and urban areas was the higher direct use 
of secondary level facilities and less use of primary level facilities 
irrespective of the type of symptoms. Proportion of urban SPs using 
primary level facilities varied from 53.2% to 78.3% and those directly using 
secondary level facilities varied from 17.5% to 40.0%. Where secondary 
level facilities are available, as in urban areas, sizeable proportions of sick 


persons contact these facilities directly. 


Action taken by CO and OS : One striking finding from Tables 8A and 
9A is that the proportion making direct use of secondary level was 
about 3.6 times higher for SPs with cough for three weeks or less 
and about six times higher for the other two groups of SPs in urban 
areas compared to rural areas. It is significant that use of both primary 
or secondary level facilities was higher in urban areas (2.3 times higher) 
only among persons suffering from cough for more than three weeks. 
This proportion was negligible among the other two groups in rural and 
urban areas. It is also significant that among those with cough for more 
than three weeks about 80% (rural) and 50% (urban) had made use of 


primary level facilities only. 


3.7.10 Action taken by Rural SPs for different durations of sickness: The 


different types of action taken by persons with different durations of 
sickness is shown in Table 10A for rural areas. It may be pointed out that 
the information collected gives only the approximate interval between 


onset of symptoms and taking of action and the findings from this Table 
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should only be considered to give some broad indications and possible 
hypotheses for planning further studies. Action at primary level was 
taken by 92.4% with duration of 0-7 days, 91.8% with duration of 8-28 
days and 82.0% with duration of 29 days or more (29+) showing a 
steady decline in use of primary level facilities with time. Percentage 
visiting PHC was negligible for all durations. It is significant that even after 
29 days, more than 80% had contacted or continued to contact 
primary level facilities (mostly PMP). Those directly contacting 
secondary facilities increased from 3.2% for 0-7 days to 4.3% for 8-28 
days and to 6.4% for 29+ days. The same trend was shown for those 
contacting both primary and secondary level facilities eventhough the 
respective percentage of 0.1, 0.7 and 2.9 were all negligible. It is 
signficant that, for each duration, the direct use of secondary level 
was much more than its use after visiting primary level facilities. 
Among those with duration less than eight days, visits to PMP (either 
alone or in combination with others) were most frequent (90.5%) followed 
by government hospital (2.9%) and non-government hospital (0.5%), each - 
of them alone or in combination with others. For the long duration of 29+ 
days, the pattern was the same but with less frequent visits to PMP and 
more to hospital. The relevant figures were : 83.5% to PMP, 7.0% to 
Government Hospital and 1.9% to Non-Government hospital, each of 
them either alone or in combination with others. Contribution by PHC was 
as low as 1.7% to 2.2%. Another significant observation is that the 
percentage not taking action was higher for duration of 29+ days (6.0%) 
compared to the other two durations (1.4% each). 


3.7.11 Duration for different actions by Rural SPs: The second set of 
percentages given in Table 10A shows some interesting possibilities or 
hypotheses for further investigation. Among those who did not take any 
action, 37.5% had their symptoms for less than eight days only and 
could have taken action later on with increase in duration of symptoms. 


But, it is significant that as large a proportion as 51.8% had symptoms 
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Table 10A 


Action taken according to duration of sickness in rural Raichur 


8 - 28 
| No. | % (1) | % (2) 
(3) | (4). 


Health facility contacted 


3s 
- 
_ 
— 
3 
— 
NO 
> ol 
ya 
Oo 


_ 
on 
ol 


1. No action 
2. Action without medical 
consultation 

3. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC 
d) Others 
e) PMP & Others 


. Secondary level 
a) GH 

b) NGH 

c) GH &NGH 
d) NGH & Sanatorium 


5. Primary and Secondary 
level 
a) PMP & GH 
b) PMP & NGH 
c) PMP & sanatorium 
d) PMP & 2 other facilities 
e) PHC & GH 
f) PHC & NGH 
g) Others & GH 


6. Other combinations 
(mostly 3 or more 
facilities) 

7. Not stated 


—_ 


Total contribution (alone or 
in combination) by 


Note : 1. % (1) shows the percentage taking each type of action within each duration (vertical 
percentages) 


for a long time (29+ days, most of which was 90+ days) showing that 
for some reason they had either continued to postpone action or 
decided against it. Those with duration of 8-28 days formed only 10.7% 
of the SPs who did not take any action and formed a trough between the 
two peaks. Among those who took action without consulting any health 
facility, 68.3% had the symptoms for less than eight days only and might 
have consulted a health facility later on if their symptoms did not subside. 
But, 20.6% had symptoms for a long time (29+ days) and yet probably 
continued to take the same type fo action without medical consultation or 
left that also. Again those with duration of 8-28 days formed a trough 
between the two peaks with a_ proportion of 11.1%. The pattern was 
similar among those who had consulted GH only with those consulting 
early (less than eight days) and very late (29+ days) together constituting 
78.8% of those SPs. The trough for duration of 8-28 days had only 21.2% 
of these SPs. The second peak, which could include delayed action and 
repeated action by visiting the same facility, was not so prominent for GH 
(29.4%). There was no second peak for those who consulted PMP only, 
who formed 88% of all SPs. The three groups of SPs (viz., those who took 
no action, or action without medical consultation or consulted only GH) 
which showed a similar pattern with two peaks and a trough in between, 
together formed only 8.5% of the total SPs (7.1% among those with 
duration of less than eight days and 13.8% among those with duration of 
29+ days. Thus, SPs in the above mentioned three groups fall into three 
types, one taking early action (52.0%) another taking very late action 
(32.8%) and the third in between (15.2%). 


3.7.12 Duration for Multiple actions by Rural SPs: Those taking dual or 
multiple actions covering both primary and secondary level health 
facilities, formed only a negligible proportion of all SPs (0.8%). Since SPs 
consulting secondary level formed only 4.0% of total SPs, action was 
almost entirely restricted to primary level facilities, overwhelmingly by 
PMP. 
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3.7.13 Action taken by Urban SPs for different durations of sickness: The 
patterns were generally similar in urban areas but with some exceptions 
(Table 11A). So also some interesting possibilities or hypotheses for 
further investigation shown by the second set of percentages in Table 
11A. With increase in duration of symptoms, the use of primary level 
facility steadily declined and that of secondary level facilities 
increased, this being mainly due to the higher direct use of secondary 
level facilities and not that of facilities at both levels, for each duration of 
symptoms. The relevant figures for the decreasing use of the primary level 
were : 76.1% for duration less than eight days, 65.5% for 8-28 days and 
60.6% for 29+ days in urban areas compared to 92.4%, 91.8% and 82.0% 
respectively in rural areas (Table 10A). The relevant figures for increased 
use of secondary level facilities were : 18.0% for duration less than eight 
days, 25.1% for 8-28 days and 25.0% for 29+ days in urban areas 
compared to 3.2%, 4.3% and 6.4% respectively in rural areas (Table 10A). 
While the percentage of those who took no action out of SPs with different 
durations showed an increasing trend (from 1.7% to 4.8% and to 5.8%) 
that for action without medical consultation showed a decreasing trend 
(from 3.8% to 3.6% and to 1.6%). The total contribution by PMP, (either 
alone or in combination with others) did not show the same trend as in 
rural areas. But, total contribution by GH showed an increasing trend with 
increase in duration (from 17.5% to 24.3% and to 25.8%). 


3.8. Action taken by the Sick (CS HHs) 
3.8.1 Additional Data on Action taken by SPs in CS HHs: Only very little 


information on the health facilities contacted has been collected from all 
sick HHs because of limitations in time. In order to get more detailed 
picture, some additional questions were asked from CS HHs about the 
health facilities contacted when someone was sick (not only CS) during 
the last six months. These details are discussed in the next few 


paragraphs. 
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Table 11A 


Action taken according to duration of sickness in urban Raichur 


Duration of sickness in days 


Health facility contacted 


_ No action 
2. Action without medical 
consultation 

3. Primary level 
a) PMP 
b) PHC 
c) PMP & PHC 
d) Others 
e) PMP & others 


4. Secondary level 
a) GH 

b) NGH 

c) GH &NGH 


53.0 91 

3338 7 

0 

d) NGH & Sanatorium 0 


_gincrissenawim | ol col | _of oat ot ot oe 27.1 


5. Primary and Secondary 
2 


level 
a) PMP & GH 
saat anata ro} arf 380. 79.5 
0. 0 0. 0 0. 0 
facilities) 
7. Not stated 0.0 0.0 


b) PMP & NGH 
{327| | 898, 391, | 17.6] 502° 22.6 


c) PMP & sanatorium 

d) PMP & 2 other 
facilities 

e) PHC & GH 

f) PHC & NGH 

g) Others & GH 


wo oh 


oO 


}/O OO O oOoOoF 


6. Other combinations 
(mostly 3 or more 


Total contribution (alone 

or in combination) by 
a) PMP = 16.3) 338 21.2 
b) PHC 1 
c) GH 50.9 : 20.8; 129 28.3 
d) NGH 26.7 15.6 26 57.8 


Note : For explanation of % (1) and % (2) see footnotes under table 10A. 


3.8.2 


3.8.3 


3.8.4 


Particulars of PMP: |n the CS HHs, 66.7% in rural areas and 52.1% in 
urban areas had contacted a PMP when someone had any 
symptoms. Questions regarding whether the PMP was a registered 
practitioner, the basis of registration and the system of medicine actually 
practised could not generally be answered by the respondents. About one- 
fifth (19.1%) of the rural and 43.3% of urban CS HHs answered that the 
PMP contacted was a practitioner registered on the basis of his 
educational qualification and was practicing allopathy. Two (3.3%) of 
urban CS HHs stated that they had contacted PMP of ayurveda, one 
stating that PMP was registered on the basis of educational qualification. 
The remaining 80.9% of rural and 53.3% of urban CS HHs did not know 


any of these details. 


Distance travelled for contacting PMP : Out of the rural CS HHs 
consulting PMP, 47.1% travelled less than one km followed by 37.1% 
travelling 1-5 km, 5.7% travelling 6-10 km and 10% travelling more than 
10 km. Among urban CS HHs 41.0% travelled less than one km and 
55.7% travelled 1-5 km showing the easy approach to PMP for HHs in 
urban areas. Only 3.3% of urban CS HHs travelled more than 5 km 
compared to 15.8% of rural CS HHs. The average distance travelled to 
contact PMP was 4.1 km in rural areas compared to 3.2 km in urban 
areas. This question was answered by 100% of the respondents in both 


rural and urban areas. 


Reason for not contacting PMP: In rural areas, 8.6% did not contact 
PMP because they had contacted a health institution (HI) — 2.9% because 
it was nearby and 5.7% because of good treatment there. The vast 
majority (91.5%) did not take any action, 8.6% because they did not have 
money and 82.9% for other reasons. In the urban areas, the no action 
group was smaller and formed 63.1% of those who did not consult a PMP. 
Consulting a HI was the reason given by 29.7% - 20.4% because it was 


nearby, 5.6% because of good treatment at the HI and 3.7% because of 


3.8.5 


3.8.6 


3.8.7 


3.8.8 


other reasons. While 7.4% of urban CS HHs had taken action without 
medical consultation (3.7% each resorting to home remedies and self- 
medication by buying medicines), no rural CS HH had done so. The non- 
response rate was nil for rural CS HHs and quite low (3.6%) for urban CS 


HHs. 


Contacts with PMP and HI: When asked whether they had contacted a 
health institution (Hl) when someone was sick during the last six months, 
only 12.4% of the CS HHs in rural areas said they had — 8.6% visiting 
PMP also. The corresponding figures for urban areas were 27.4% and 
13.7% respectively. Percentage of CS HHs contacting both PMP and HI 
was somewhat less in rural areas (8.6%) compared to urban areas 
(13.7%). Those contacting only HI was as low as 3.8% in rural areas 
compared to 13.7% in urban areas. The non-response rate was nil for 
rural CS HHs and (0.8%) for urban CS HHs. 


Preference among HIs : Among the Hls contacted by the rural sample, 
GH came first (38.5%) followed by NGH (23.1%) and DTC/sanatorium and 
government dispensaries (15.4% each). PHC was contacted by 7.7% 
only. In urban areas, 56.3% contacted GH, 25.0% NGH and 6.3% DTC/ 


sanatorium. 


Facilities in HI: Asked about the facilities available in the HI contacted, 
76.9% said it was good, 13.2% not so good and 15.4% not at all good, in 
rural areas. A larger percentage (87.5%) stated that it was good, in urban 
areas. Yet, His were very much less popular than PMPs (refer para 
3.8.5). The non-response rate for this question was nil in both rural and 


urban areas. 
Distance travelled for contacting HIs : \n rural areas, 23.1% travelled 1- 


5 km and 6-10 km to reach the nearest HI, followed by 15.4% each 
travelling less than one km, 41-70 km and 71 km or more. In urban areas, 
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3.8.9 


75.0% travelled 1-5 km followed by 12.5% travelling less than one km and 
6.3% each travelling 41-70 km and 71 km or more. The proportion of CS 
HHs who travelled less than 6 km to reach the HI was much less in rural 
areas (38.5%) compared to urban areas (87.5%) and showed that urban 
HHs have more easy access to His. Further, a larger proportion travelled 
long distances of 41 km or more from rural areas (30.8%) compared to 
urban areas (12.6%). Consequently, the average distance travelled 
from rural areas (24.8 km) was about 2.4 times of that from urban 
areas (10.4 km). Non - response rate for this question was nil for both 


rural and urban areas. 


Nearest HI contacted : The majority (61.5% rural and 93.8% urban) 
stated that the nearest HI contacted dispensed medicines only partly, the 
latter being much larger than the former. In rural areas, 61.5% travelled 
by bus, 15.4% walked to the HI and 7.7% each travelled by unscheduled 
transport, own vehicle and free lift on two wheeler. The proportion who 
walked to the HI was much higher in urban areas (65.6%). While 31.3% 
went by bus, 3.1% travelled by lorry or van (unscheduled transport). 


3.8.10 Other HIs contacted : |nformation was collected for all His contacted by 


the CS HHs when someone was sick during the last six months so that a 
comparison could be made between the nearest, second nearest and 
farthest. But no CS HH in rural areas and only one CS HH in urban areas 


had contacted atleast one more HI. 


3.8.11 Satisfaction with Services : Satisfaction with the services provided by 


the HI contacted was the same among rural CS HHs (50.0%) and urban 
CS HHs (48.1%). The reason for not being satisfied was “treatment not 
good” for 100% of those not satisfied in rural areas and for 92.3% in urban 
areas. The non-response rate was nil for most of these questions and 
negligible for the others, in both rural and urban areas, except for reasons 
for dissatisfaction for which the non-response rate was 7.7% for rural and 
15.6% for urban CS HHs 
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3.9 


Prevalence of Chest Symptomatics 


3.9.1 


3.9.2 


3.9.3 


Prevalence in sample villages and wards : Prevalence rate for CS in 
the sample villages of Maski PHC, which had one big village with 
population of 4,043 and four villages with small populations ranging from 
150 to 358, varied from 0.7% to 2.1% with an overall rate of 1.3%. The 
highest prevalence of 1.3% was found in the biggest of these villages with 
a population of 4,043. The two sample villages of Anegundi PHC were big 
villages with population of 2,949 and 2,065 and had prevalence rate of 
0.7% and 0.9%, with an overall rate of 0.8% which was about 60% of 
that in Maski PHC. The five sample wards of Raichur town had 
prevalence rate varying from 0.6% to 1.5% with an overall rate of 0.8%. 
The prevalence rate in Gangawati town was 1.5%, (almost double of that 
for Raichur town), with variation from 0.8% to 2.3% among the five sample 


wards. 


Response to Questions : Out of the total CS, 15.1% in rural areas and 
13.3% in urban areas could not be interviewed. ( No proxy interviews were 
allowed for CS). Detailed information has been collected for the remaining 
90 (84.9%) rural CS and 104 (86.7%) urban CS. However, there was 
some non-response for each question because a few CS did not state 


specific answer for it. This was either nill or negligible. 


Age-sex Prevalence rates :_ |n all, 226 chest symptomatics (CS) were 
identified — 166 in rural areas and 120 in urban areas. Of these, females 
formed 37.6% (40.6% in rural areas and 35.0% in urban areas), the 
pattern being exactly the opposite of that in Mysore District (34.3% rural 
and 40.7% urban). The prevalence rate per 1,000 population for CS in 
different age-sex groups in rural and urban areas is shown in Table 12A. 
The prevalence rate steadily increased with age among males and 
females in rural and urban areas, the increase being much faster among 
males. The only exceptions were a slight drop in rate for urban females of 


age 35-44 and 65+ and urban males of age 65+ compared to the 
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Table 12A 


Prevalence rate (PR) per 1000 for CS in age — sex and rural / urban groups 
(Raichur District) 


Age group 


Rural + F: PR (%o) 
Urban M:PR(%o) 
(Weighte 

d rates) T:PR(%o) 


F - Females M - Males T - Total (both sexes) 


3.9.4 


preceeding age group. The overall prevalence rate was lower among 
females (8.4) compared to males (13.4). The prevalence rate for females 
was about two-thirds of the male prevalence rate in rural areas and about 
55% of that in urban areas. This lower prevalence was observed for all 
age groups except 45-54 in rural and urban areas. Similarly, the overall 
prevalence rate was lower in rural areas compared to urban areas for all 
age groups except 45-54, and 65+, the overall rates being 10.5 (rural) and 
11.7 (urban). 


Prevalence rate by type of family, religion and caste, education 
status and occupation : Table 13A shows the prevalence rates in 
different population groups. Joint families had the highest prevalence 
rate and extended families the least, in both rural and urban areas. 
Families with 1-3 members had the highest prevalence rate in rural areas 
followed by those with 7-9 members, 4-6 members and 10 or more 
members. The last group with least prevalence rate is likely to include 
most of the extended families. In urban areas also prevalence rate was 
lowest in families of size 10 or more. Prevalence rate decreased 
steadily with increase in family size in urban areas. This seems to be 
the pattern in rural areas also except for the higher rate in families with 7-9 
members. In rural areas, prevalence rate, was highest among SC/ST 
(15.1) followed by BCs (9.9) and Muslims (8.5). Muslims had the highest 
rate in urban areas (16.0) followed by SC/ST (12.1) and BCs (11.0). Other 
Hindus had the lowest rate in both areas. Surprisingly, prevalence 
rate increased with increase in the level of education, in both rural 
and urban areas. Prevalence rate among illiterates was much less than 
that for the other two education groups in both areas, being about 40% of 
that for below SSc and about 30% of that for SSct. In rural and urban 
areas, unemployed persons had the highest prevalence rates and 
students had no CS among them. Among the larger occupation groups 
(with more than 500 persons in the study sample) in rural areas, the 


highest prevalence rate was observed for those engaged in agriculture 
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Table 13A 


Prevalence rate (PR) per 1000 for CS in some other population groups (Mysore 


District) 
Population group Rural Urban Ovrall PR 
(weighted) 


Population apa Population Ree tad 
%o | No. | %o_| 
i OSS Be Oe 


(4) 


. Type of family 
Nuclear 
Joint 

Extended 


. Family size 


73 
4-6 
79 


10 + 


. Religion & caste 
SC/ST 

BCs 

Other Hindus 
Muslims 


. Education level 
Illiterate 

Below SSC 
SoC + 


. Occupation 
Unemployed 
Students (age 
15+) 
Housewives 
Employed in : 

a. Agriculture in 
allied work 

b. Business & 
allied HH 
industry 

c. Skilled labour 

d. Unskilled 

labour 


NC —Not calculated because of small population (less than 500) 
Note — In cols (2) and (5) population of all ages have been used except for population group 


(Occupation) 


and allied work (18.8) followed by business and allied HH industry (10.3) 
and housewives (10.0). Among the larger urban occupation groups, the 
highest prevalence rate was for business and allied HH industry (27.6) 
followed by those engaged in unskilled labour (20.6), agriculture and allied 
work and skilled labour (17.5 each) and housewives (13.3). Among those 
engaged in business and allied HH industry in urban areas (27.6), the rate 
was nearly three times higher compared to that in rural areas (10.3). 
Prevalence rate among unskilled labour in urban areas (20.6) was more 


than double of that in rural areas (9.0). 


3.9.5 Age — Sex distribution of CS: The age-sex distribution of CS is shown 
in Table 14A. The proportion of CS in the first three age groups was less 
in rural areas as compared to urban areas and in the last three age groups 
higher. Thus, the proportion of CS of age 45 or more was higher in rural 
areas (80.2%) compared to urban areas (61.7%). The percentage 
contributions by different age groups shown in Table 14A indicate two 
peaks for urban CS. For females, the peaks were at age groups 25-34 and 
45-54 and for males at age groups 35-44 and 55-64. While the distribution 
for rural females was fluctuating (may be showing three peaks), that for 
rural males had a single peak at age group 55-64. Average age of the CS 
was 52.4 (rural) and 47.7 (urban). 


3.10 Symptoms during the reference period 
3.10.1 Frequency of additional symptoms : A study of the symptoms present 
during the reference period of the study showed that 12.2% only of rural 
CS and 15.4% of urban CS had no symptom other than cough. At the 
other extreme, those who had fever, chest pain, loss of weight and night 
sweat in addition to productive cough formed 3.3% in rural areas and 
12.5% in urban areas. The most common second symptom was chest 
pain - 57.8% (rural) and 60.6% (urban). Next came fever with 36.0% of 
rural and 50.6% of urban CS having this additional symptom. Only 13.0% 


in rural areas and 20.0% in urban areas had haemoptysis. Those having 
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Table 14A 


Percentage distribution of chest symptomatics males / females in rural and 
urban areas (Raichur district) 


Area Age 
a 


Rural 


Urban 


Rural + 
Urban 
(weighted 
percentages) 


fever as an additional symptom were more among males compared to 
females in both rural and urban areas. The relevant figures were 64.8% 
Vs 52.8% (rural) and 60.0% Vs 51.3% (urban). Much higher proportion of 


rural males had chest pain (68.5%) compared to urban females (41 1%). 


3.10.2 Duration of Cough. Table 15A shows the duration of cough among CS 
by age and sex. Cough of duration more than one year (53+ weeks) 
was reported by 42.2% in rural areas and 49.0% in urban areas. This 
proportion was slightly higher among females as compared to males in 
both rural and urban areas. There were two peak durations for all the 10 
groups formed according to rural/urban, sex and age. For all of them, the 
second peak was at 53+ weeks. For six of them, the first peak was at 14- 
26 weeks, for three at 1-13 weeks and for the remaining one group at the 


combined duration of 1-26 weeks. 


3.10.3 Average duration of cough: The average duration of cough was 34.8 
weeks for females and 39.6 weeks for males, in rural areas. The 
corresponding figures for urban areas were 40.5 and 36.9 weeks 
respectively. Thus, the average duration of cough was less among 
rural females compared to urban females. The average duration of 
cough in rural areas was smaller in age group 15-34 (27.5 weeks) 
compared to those in 35-54 (39.4 weeks) and 55+ (39.2 weeks). In urban 
areas, the average duration of cough steadily increased with age 
from 34.9 weeks in 15-34 to 37.3 weeks in 35-54 and to 41.2 weeks in 55+ 
age group. 


3.10.4 Occurrence of Chest Pain, by Age : Proportion of rural CS having 
chest pain was less in 35-54 age group (53.6%) compared to those in 15- 
34 (58.3%) and 55+ (60.0%). Among urban CS, this proportion was more 
in age group 15-34 (65.0%) compared to those in 35-54 (60.0%) and 55+ 
(59.0%). Proportion of rural CS having chest pain was much less among 
females (41.7%) compared to males (68.5%). This proportion did not differ 
between urban females (61.5%) and males (60.0%). 
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Table 15A 


Duration of cough among CS by age and sex in rural and urban areas 
(Raichur district) 


Area Sex / Total Duration in weeks 
age 


(1) 


Urban 


F - Females M - Males T - Total (both sexes) 


3 10.5CS without Chest Pain: Proportion without chest pain was 42.2% 
among rural CS and 39.4% among urban CS. While it did not differ 
between urban females (38.5%) and males (40.0%), it was higher among 


rural females (58.3%) compared to rural males (31.5%) 


3.10.6 Duration of Chest pain: Duration of chest pain among CS by age and 
sex for rural and urban areas is shown in Table 16A. The pattern closely 
resembles that for duration of cough. Two peaks, one at 14-26 weeks and 
the other at 53+ weeks is the common pattern. The only exceptions were 
for the first peak at 1-13 weeks for three of the 10 groups and at the 
combined duration of 1-26 weeks for two groups. Chest pain of duration 
more than one year was less (21.1%) in rural areas compared to 32.7% in 
urban areas. This proportion was lower among females compared to 


males, in rural areas. 


3.10.7 Average duration of Chest pain: The average duration of chest pain 
was almost same in both rural and urban areas (20.3 weeks and 23.3 
weeks respectively). While the average duration among rural CS was less 
for females (13.4 weeks) compared to males (24.9 weeks), it was the 
opposite among urban CS - 25.8 weeks for females and 21.8 weeks for 
males. Among rural CS, average duration increased steadily with 
increase in age from 14.8 weeks in age group 15-34 to 19.6 weeks in 
35.54 and to 22.0 weeks in 55+. There was no such trend among urban 
CS and average duration varied from 22.0 weeks in age group 35-54 to 
25.7 weeks only in 15-34. 


3.10.8 Occurrence of Fever by Age: Among tural CS, the proportion having 
fever did not differ much between age groups 35-54 (78.6%) and 15-34 
(75.0%) but was much less in 55+ (48.0%). Urban CS had the opposite 
picture with the highest proportion in age group 55+ (61.5%) and much 
less in age group 15-34 (55.0%) and 35-54 (51.1%). While this proportion 


was much less in age group 55+ among rural CS compared to urban CS, 
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Table 16A 


Duration of chest pain among CS by age and sex in rural and urban areas 
| (Raichur district) 


Area Sex/ | Total 
age No. 
(1) 


(3) 


Rural 
Urban 


Duration in weeks 


for the other two age groups it was much less among urban CS compared 


to rural CS. 


3.10.9 CS without Fever: Among the CS, 38.9% in rural areas and 44.2% in 


3.10.10 


3.10.11 


urban areas did not have fever as an additional symptom. This 
proportion was higher In females compared to males, the 
corresponding figures being 44.4% and 35.2% respectively in rural areas 
and 48.7% and 41.5% respectively in urban areas. This higher figure for 


females among rural CS is similar to that for chest pain (refer para 3.10.5). 


Duration of Fever : Duration of fever by age and sex in rural and urban 
areas is shown in Table 17A. The two peaks observed for durations of 
cough and chest pain with the second peak at age 55+ was also observed 
in the case of fever. But, the first peak was at 14-26 weeks for only three 
out of the 10 groups, at 1-13 weeks for six groups and at the combined 
duration of 1-26 weeks for one group. The proportion having fever for 
more than one year was less among rural CS (18.9%) compared to that 
among urban CS (24.0%). This proportion was higher among rural CS for 
females (22.2%) compared to that for males (16.7%) but about the same 


- (25.6%) and 23.1% respectively) among urban CS. Table 15A, 16A and 


17A together show that the proportion of CS with any of these three 
symptoms for more than one year was higher among female CS than 


male CS except for chest pain among rural CS. 


Average duration of Fever:: The average duration of fever was almost 
the same among females and males in both rural and urban areas. The 
corresponding figures were : 16.8 weeks and 18.8 weeks respectively in 
rural areas and 19.3 weeks and 20.3 weeks respectively in urban areas. 
Among rural CS, the highest average duration of fever (24.7 weeks) was 
observed for age 35-54. It was 16.4 weeks in age group 15-34 and 14.6 
weeks in age group 55+. Among urban CS, average duration of fever 
increased steadily with increase in age from 14.4 weeks in age group 
15-34 to 18.3 weeks in 35-54 and 24.7 in 55+. 
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Table 17A 


Duration of fever among CS by age and sex in rural and urban areas 
(Raichur district) 


Duration in weeks 


3.10.12 


3.10.13 


Occurrence of Haemoptysis: Additional symptom of haemoptysis was 
not reported by 87.8% of rural CS and 80.8% of urban CS. This 
proportion did not differ between males and females in both rural and | 
urban areas, the relevant figures being 87.0% and 88.9% respectively in 
rural areas and 80.0% and 82.1% respectively in urban areas. Proportion 
of CS without haemoptysis was highest in age group in 35-54 in rural 
areas (96.4%). It was 83.3% in age group 15-34 and 84.0% in age 55+. In 
urban areas, it was least in 55+ age group (76.9%), with 85.0% in 15-34 
and 82.2% in 35-54. Among those having haemoptysis, three times or 
more was most common for (63.6%) among rural CS-50.0% for females 
and 71.4% for males. Among urban CS, this proportion was less among 
females (71.4%) compared to males (76.9%), the overall proportion being 
75.0%. But these percentages are based on very small number of CS 
with haemoptysis (4 for rural females, 7 each for rural males and urban 
females, 11 for total rural CS, 13 for urban males and 20 for total urban 


CS). Analysis by age is not presented because of small numbers. 


Occurrence and duration of loss of weight. Loss of weight was not 
reported by 76.7% of rural CS and 69.2% of urban CS. Differences 
between males and females were small in rural areas (77.8% and 75.0%). 
This proportion was more among urban females (76.9%) compared to 
males (64.6%). In rural areas, the proportion of CS without loss of weight 
was least (66.7%) in age group 15-34 and highest (82.1%) in 35-54 age 
group, with 55+ age group in between (76.0%). In urban areas, it was 
about 75% in age groups 15-34 and 35-54 but lower (59.0%) in 55+ age 
group. Among the nine rural female CS who had reported loss of weight, 
the duration was 53+ weeks for five and 40-52 weeks for four. Out of 12 
rural male CS five (41.7%) had duration of 53+ weeks, four (33.3%) 40-52 
weeks and two (16.7%) 1-13 weeks. | Among the nine urban female CS, 
duration was 53+ weeks for six and 40-52 weeks for three. Out of 23 
urban male CS, 12 (52.2%) had duration of 53+ weeks, five (21.7%) 1-13 
weeks and four (17.4%) 40-52 weeks. Those having loss of weight even 
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3.10.14 


3.10.15 


in the combined age groups were too small in numbers to study the 


duration pattern among different age groups in rural and urban areas. 


Average duration for loss of weight : This did not differ between rural 
females (10.8 weeks) and males (8.9 weeks) as well as between urban 
females (11.7 weeks) and males (13.9 weeks). In rural areas, the 
smallest average duration for loss of weight (7.3 weeks) was observed for 
age group 35-54. That for age group 15-34 was 10.4 weeks and for 55+ 
age group 10.8 weeks. In urban areas, age group 55+ had the highest 
average duration for weight loss (19.5 weeks), with the other two age 


groups having average durations of 8.9 and 9.4 weeks. 


Occurrence and duration of Night Sweat : Night sweat was not 
reported by 70.1% in rural areas and 76.9% in urban areas. The 
differences between males and females were small in both areas. Among 
the rural CS having night sweat, the duration with the highest frequency 
was for 1-13 weeks and 53+ weeks (36.4% each) for females. Next in 
frequency was 40-52 and 53+ weeks for males (33.3% each). Among 
urban CS, the highest frequency was for 53+ weeks for females (77.8%) 
followed by 53+ weeks for males (60.0%) and 40-52 weeks for males 
(20.0%). The numbers with night sweat were too small even in the 
combined age groups for studying the duration pattern for different age 
groups in rural and urban areas. The average duration of night sweat did 
not differ between rural / urban and male/female CS (9.3 weeks to 10.8 
weeks). Among rural CS, it was least in age group 35-54 (8.0 weeks) but 
did not differ between the other two age groups (10.4 and 10.8 weeks). 
Among urban CS, it was least in 15-34 (7.6 weeks) but did not differ 
between the other two age groups (10.6 and 11.7 weeks). 
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3.11 Initial Symptoms 


3.11.1In rural areas, cough alone was the most common initial symptom 
(21.1%) followed by cough, chest pain and fever (18.9%), cough and 
chest pain (17.8%) cough and fever (16.7%) which together accounted 
for 74.5% of CS. In urban areas also cough alone was the most common 
initial symptom (31.1%) but was followed by cough and chest pain 
(21.4%), cough and fever (18.4%) and cough, chest pain and fever 7.8%. 


3.12 Actions taken by CS 
3.12.1 Number of Actions : Out of 90 rural CS interviewed, 9 (10.0%) did not 
take any action, 33 (36.7%) took one action, 31 (34.4%) took two 
actions, 13 (14.4%) took three actions, 4 (4.4%) took four actions and 
no one took more than four actions. Among the 104 urban CS 
interviewed, 16 (15.4%) did not take any action, 44 (42.3%) took one 
action, 23 (22.1%) took two actions, 13 (12.5%) took three actions, 7 


(6.7%) took four actions and one (1.0%) took five actions. 


3.12.2 Influencing factors considered: The possible influence of some factors 
on the number of actions taken is studied in the following paragraphs. 
The intention was to study the possible influence of some other factors 
also like education levels of the CS and his/her HOH. But the vast 
majority of the CS and their HOH were illiterate, leaving small numbers 
only under “below SSC” and “SSC+”. Because of the small number of 
CS taking more than four actions, these have been clubbed with four 
actions to form a combined group of four or more actions. While 
interpreting the percentages and averages given for the urban areas, it 
has to be remembered that some of these are based on small number of 
CS. 


3.12.3 Influence of duration of cough: Table 18A indicates the influence of 


duration of cough on the number of actions taken by rural and urban CS. 


The average number of actions taken did not differ much for different 
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Table 18A 


Influence of duration of cough on the number of actions taken by rural and 
urban CS (Mysore district) 


Percentage of CS with different durations of cough taking each no. of action 
Action No. Sep] e=e ae] in «7 7 

3-13 53 + 3-13 | 14-26)27-52)| 53+ 

weeks | weeks | weeks | weeks | weeks | weeks | weeks | weeks 


(5) | (6) (7) (8) (9) 


4+ 
No. of CS 


Mean no. 
of actions 


Table 19A 


Influence of duration of chest pain on the number of actions taken by rural and 
urban CS (Mysore district) : 


Percentages of CS with different durations of chest pain taking each no. of action 


g 


0 4049 | 14 — 26. nee 02 | 53% 0 1-139794= 26 | 27=o2 4 or 
weeks | weeks | weeks weeks weeks | weeks | weeks | weeks weeks__| weeks 


(1) (10) | (11) 


Note : Some of these percentages, particularly urban, are based on small numbers. 
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(21.1%) followed by cough, chest pain and fever (18.9%), cough and 
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for 74.5% of CS. In urban areas also cough alone was the most common 
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3.12 Actions taken by CS 
3.12.1 Number of Actions : Out of 90 rural CS interviewed, 9 (10.0%) did not 


take any action, 33 (36.7%) took one action, 31 (34.4%) took two 
actions, 13 (14.4%) took three actions, 4 (4.4%) took four actions and 
no one took more than four actions. Among the 104 urban CS 
interviewed, 16 (15.4%) did not take any action, 44 (42.3%) took one 
action, 23 (22.1%) took two actions, 13 (12.5%) took three actions, 7 


(6.7%) took four actions and one (1.0%) took five actions. 


3.12.2 Influencing factors considered: The possible influence of some factors 
on the number of actions taken is studied in the following paragraphs. 


The intention was to study the possible influence of some other factors 
also like education levels of the CS and his/her HOH. But the vast 
majority of the CS and their HOH were illiterate, leaving small numbers 
only under “below SSC” and “SSC+”. Because of the small number of 
CS taking more than four actions, these have been clubbed with four 
actions to form a combined group of four or more actions. While 
interpreting the percentages and averages given for the urban areas, it 
has to be remembered that some of these are based on small number of 
CS. 


3.12.3 Influence of duration of cough: Table 18A indicates the influence of 


duration of cough on the number of actions taken by rural and urban CS. 


The average number of actions taken did not differ much for different 
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Table 18A 


Influence of duration of cough on the number of actions taken by rural and 
urban CS (Mysore district) 


Percentage of CS with different durations of cough taking each no. of action 
Action No. i a 5 

3-13 hey oy 53 + 3-13 | 14-26|27-52| 53+ 

weeks | weeks | weeks | weeks | weeks | weeks | weeks | weeks 


(2) (6) (7) (8) (9) 


0.0 


Table 19A 


Influence of duration of chest pain on the number of actions taken by rural and 
urban CS (Mysore district) . 


each no. of action 


Percentages of CS with different durations o 


f chest pain takin 


g 


0 ‘ome | 14 — 2600 Oz | 53% 0 1-13794-—26 | 27 —S2 103+ 
weeks | weeks | weeks weeks weeks | weeks | weeks | weeks weeks weeks 


(7) | (8) 


Note : Some of these percentages, particularly urban, are based on small numbers. 


durations of cough in rural and urban areas. The proportion not taking 
any action among rural CS fluctuated with increase in the duration of 
cough. This proportion showed a declining trend in urban areas but for a 
drop in the average for 14-26 weeks. For all durations, the largest 
percentage took one action except for 14-26 weeks (rural) for which two 
actions were frequent. For 27-52 weeks (urban), one and two actions were 
equally frequent. Generally, two actions were also quite common. Among 
rural CS, four or more actions were taken only by those with duration of 


53+ weeks. 


3.12.4 Influence of duration of Chest pain: The average number of actions 


taken by CS with different durations of chest pain did not show any trend 
in rural and urban areas (Table 19A). But, urban CS with duration of 
27.52 weeks had a higher average compared to other durations. Among 
the rural CS, the percentage not taking any action fluctuated with increase 
in the duration of chest pain. As in the case of duration of cough, the 
largest percentage of CS with chest pain of all durations took one action 
except for 14-26 weeks (rural) and 53+ weeks (urban). While the largest 
frequency was for two actions for the former, it was for three actions for 


the latter. Generally, two actions were also quite common. 


3.12.5 Comparison of Influence of cough and chest pain: A comparison of 


Tables 18A and 19A shows that neither duration of cough nor duration of 


chest pain had any appreciable influence on the number of actions taken. 


3.12.6 Influence of Age : Among the rural and urban CS, the percentage not 


taking any action was highest in age group 35-54 (Table 20A). While two 
actions had the highest frequency (58.3%) among rural CS of age 15-34, 
one action was most frequent among CS of age 55+ (42.0%) and one and 
two actions were equally frequent in 35-54 (32.1%). One action was most 
frequent among urban CS of all the three age groups, this being highest in 
age 55+ (48.7%) compared to 37.8% and 40.0% for the other two age 
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Table 20A 


Influence of age on the number of actions taken by rural urban CS 
(Raichur district) 


Percentage of CS different age groups taking each no. of action 
15 — 34 yrs | 35-54 yrs 15 — 34 yrs | 35 — 54 yrs 


4+ : , ' é ; 
in hh a a 


Mean no. 1.6 1.6 1.7 1.6 1,5 
of actions 


Table 21A 


Influence of sex on the number of actions taken by rural and urban CS 
(Raichur district) 


Action No. | Percentage of male and female CS taking each 
no. of action 
1 


lt ai: sk Ak 


(1) 
@) 
1 
2 
3 
4+ 
No. of CS 


Mean no. 
of actions 


groups. The average number of actions taken was higher among CS of 
age 15-34 (2.0) compared to those of the two higher age groups in rural 
areas (1.6 each). Among urban CS, the average was the same for all 
three age groups (1.5 to 1.6). Thus, age of the CS appear to influence 


both “not taking action” and number of actions taken. 


3.12.7 Influence of Sex : Table 21A studies the influence of sex of the CS on 
the number of actions taken. There is hardly any difference in the 
average number of actions taken by males and females in both rural 
and urban areas. Among the rural CS, the proportion not taking action 
was smaller for females (2.8%) compared to males (14.8%). The largest 
frequency among rural females was for one action (41.7%) followed by 
two actions (36.1%). Among males 33.3% each took one and two actions. 
Among urban CS also, proportion not taking action was less for females 
(10.3%) compared to males (18.5%). The largest frequency was 
observed for one action followed by two actions, among males and 


females. 


3.12.8 Influence of type of Family: The proportion taking no action among CS 
belonging to nuclear families was higher compared to joint families in 
rural areas (Table 22A). Largest percentage among rural joint families 
and both types of urban families took one action followed by two actions 
but their relative positions were reversed among rural nuclear families. 
The average number of actions taken did not differ much between 
the two types of families in both rural and urban areas (1.4 to 1.7). 
The number of CS in extended families was too small for any worthwhile 


compariscn. 


3.12.9 Influence of Occupation : The percentage not taking action was least 
among housewives and highest among the employed, in both rural and 
urban areas (Table 23A). That for unemployed and students was one of 


the highest for rural CS. Among employed and unemployed and students, 
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Table 22A 


Influence of type of family on number of actions taken by rural and urban CS 
(Raichur district) 


Percentage of CS in different types of families 
Action No. Taking each no. of action 


Note : Extended families are not included in this table because of small numbers. 


Table 23A 


Influence of occupation on the number of actions taken by rural and urban CS 
(Raichur district) 


Percentage of CS in different occupation groups taking each no. of action 


Action No. 
Unemployed | Housewives | Employed | Unemployed | Housewives | Employed 

and students and students 
6.7 8.3] - 


Mean no. 
of actions 


3.12.10 


3.12.11. 


one action was more common in rural areas followed by two actions. But, 
housewives showed the opposite pattern with more of them taking two 
actions. Among urbans CS, one action was most common for all the three 
occupation groups. The percentage taking one action was more for 
housewives and unemployed and students compared to that among rural 
CS (the former being more than double) and equal for employed. The 
average number of actions taken did not differ much among the three 
groups in urban areas. It was somewhat higher among rural housewives 


(2.1) compared to employed and unemployed and students (1.6 each). 


Influence of highest level of Education in HH : The influence of the 
highest level of education in HH is studied in Table 24A. The percentage 
not taking action was lower among rural CS living in HHs with the highest 
education level below SSC and SSC or more (8.6.% and 7.7%) compared 
to 15.4% for those in HHs with only illiterates. Among urban CS, this 
percentage declined steadily from (23.1%) for the illiterates group to 
18.9% for below SSC group and to nil for SSC+ group. The maximum 
frequency among rural CS was observed for two actions for SSC+ group 
(46.2%) and illiterates group (38.5%) and for one action for below SSC 
group (37.1%). Among urban CS, maximum frequency was for one action 
for all the three groups with that for SSC+ group (52.0%) being more than 
that for below SSC group (39.6%) and illiterates group (38.5%). The 
average number of actions taken by CS living in rural HHs with different 
highest levels of education did not differ much (1.5 to 1.8). The average 
number of actions taken by the urban CS increased with increase in the 
highest level of education in the HH from 1.4 to 1.5 and to 1.8 but 
differences were too small. 


Influence of Religion and Caste : Average number of actions taken was 
highest for BCs among rural CS and lowest for Other Hindus among 
urban CS (Table 25A). But, the differences were small (varying from 1.3 to 


1.9). One action was most common for five of the eight groups shown in 
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Table 24A 


influence of the highest education level in the HH on the number of actions 
taken by rural and urban CS (Raichur district) 


Action No. taking each no. of action 
Below SSC 


(4) 


Table 25A 


Influence of Religion and Caste on the number of actions taken by 
rural and urban CS (Raichur District) 


| Percentage of CS in different religion and caste groups 
| No. of taking different no. of actions 


Actions 


SC/S | BCs Muslims 
T 
(1) 
0 13.8 
j 48.3 
2 13.8 
a 20.7 
A+ Ee) 
No. of CS 29 
| Mean no. 1.6 1.9 ; ; : 1.5 


_of actions 


the Table. Of the other three groups, for BCs and Other Hindus (both 
rural) and BCs (urban) highest frequency was for two actions. No action 
by rural CS was most common among SC/ST (16.7%) followed by BCs 
(8.3%) and Other Hindus and Muslims (0.0% each). Among urban CS, no 
action was most frequent among BCs (17.4%) and least among Muslims 


(13.8%). 


3.12.12 Influence of Family Size : Among rural CS, proportion not taking 
action steadily decreased with increase in family size from 15.4% for 
size 1-3 to 0.0% for size 10+ (Table 26A). This proportion steadily 
decreased among urban CS also for sizes 1-3, 4-6 and 7-9 but increased 
for size 10+. Among rural CS, for those of family size 1-3 and 10+, two 
actions were most common followed by one action. For the other groups, 
one action was most frequent. Among urban CS, one action was most 
common for all family size groups. Average number of actions by rural CS 
varied from 1.5 for sizes 1-3 and 4-6 to 2.0 for size 10+. Among urban 
CS, it ranged from 0.9 for size 1-3 to 1.6 for size 4-6 and to 1.7 each for 
size 7-9 and 10+. 


3.13 Details for each action 
3.13.1Symptoms present at the time of each action : The distribution of CS 
by symptoms present at the time of each action is shown in Table 27A. 
The proportion having cough with haemoptysis increased steadily with 
number of actions in urban areas. There was no such trend in rural areas 
but this proportion was higher for action 3 (17.6%) but equal for actions 1 
and 2 (4.9% and 4.2%). Among the five groups without haemoptysis, the 
frequency was highest for all three actions by rural and urban CS for 
cough and one more symptom. The second largest frequency was for 
cough alone for some actions and cough and two more symptoms for 
other actions. Percentages of urban CS with cough and one more 
symptom and cough alone decreased steadily with increase in the number 


of actions but for the latter the decrease from action2 to action 3 was too 
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Table 26A 


Influence of Family size on the number of actions taken by 
rural and urban CS (Raichur District) 


Percentage of CS in different family size taking difference no. of 
No. of actions 
Actions 


Mean no. 
of actions 


Table 27A 


Distribution of CS by symptoms present at each action (Raichur district) 


1. Cough with 
haemoptysis 
(with or without 
other symptoms) 


. Without 
haemoptysis and 
with 

a) Cough alone 


b) Cough & 1 more 
symptom 


C) Cough & 2 more 


symptoms 

d) Cough & 3 more 
symptoms 

@) Cough & 4 more 
symptoms 


small. On the other hand, percentage with cough and two more 
symptoms increased from 10.2% for action 1 to 18.2% for action 2 and to 
19.0% for action 3, but the increase from action 2 to action 3 was too 


small. 


3.13.2 Interval between onset of symptoms and first action : The first action 
was taken by 37.0% of rural CS and 29.5% of urban CS after an interval 
of 1-7 days from the onset of symptoms (Table 28A). It is significant 
that 24.7% of rural CS and 28.4% of urban CS had acted only after 30 
days. The proportion who took the first action within 15 days was 
59.2% (rural) and 54.5% (urban). The average interval from onset of 
symptoms to first action was 32 days for rural CS and 70 days for urban 
CS. This may at least partly be due to the average interval being affected 
to a larger extent by extreme values in urban areas compared to rural 
areas. Yet, it is surprising that, despite the availability of health 
facilities within easy reach, more urban CS had delayed their first 


action. 


3 13.3 Interval between onset of symptoms and second action : The second 
action was taken by 14.6% of rural CS and 13.6% of urban CS within 30 
days. The second action was taken by about 50-60% of the CS in both 
areas by 150 days. But, 38.6% of urban CS took second action only after 
210 days compared to 22.9% of rural CS. Consequently, the average 
interval between onset of symptoms and second action also was less for 
rural CS (145 days) compared to urban CS (196 days). This again shows 
delay in taking action by urban CS. It is significant that only less than 
45% of rural and urban CS had taken the second action within 30 


days and less than 40% within 90 days. 
3.13.4 Interval between onset of symptoms and third action : On the 


average, the third action was taken after 290 days by rural CS and 301 
days by urban CS. Less than 10% of rural and urban CS had taken the 
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Table 28A 


Interval between onset of symptoms and different actions (Raichur district) 


Urban 


Interval for| No. of | Percent | Cum Mean Percent | Cum Mean 
Action | action CS of CS percent | interval of CS percent | interval 
No. taking of CS___| (days) (days) 
this 
action 
(1) (10) 
1 81 32 70 
2 48 145 196 
3 17 290 301 


third action within 60 days. Only less than 20% had taken the third action 
within 150 days. But a smaller proportion of rural CS took more than 360 
days for third action (47.0%) compared to urban CS (61.9%). However, 
the wide gap in the average interval between rural and urban CS for 


second action was reduced for third action. 


3.13.5 Type of Health facilities visited for First Action : \n rural areas, 93.8% 
of the first action was visits to primary level health facilities (92.6% to 
PMP and 1.2% to PHC) (Table 29A). The corresponding figures for urban 
areas were 70.4%, 69.3% and 1.1% respectively. This reduction in visits 
to primary level facilities in urban areas was compensated by more 
frequent use of secondary level general health facilities - 26.1% (urban) 
compared to 3.7% (rural). More than 80% of this secondary level use by 
urban CS and 100% by rural CS was of GH. First action by visiting 
specialised facilities was nil for sanatorium and DTC by both rural and 


urban CS, except for two urban CS visiting sanatorium. 


3.13.6 Type of Health facilities visited for second action : For the second 
action, the use of primary level facilities was less but still quite high - 
83.4% (rural) and 65.9% (urban). The rural CS made much more use of 
PMP (81.3%) compared to PHC (2.1%). Among rural CS, 14.6% made 
use of secondary level facilities for the second action, showing an 
increased use (from 3.7% for first action). There was no such increase 
among urban CS. While the share of GH was the same in urban areas, it 
was reduced to 56.8% in rural areas, showing a decreased use of GH and 
increased use of NGH for second action. Use of specialised facilities for 
second action rose from 0.0% to 2.1% among rural CS. The rise was 


steeper among urban CS from 2.3% to 9.1%. 
3.13.7 Type of Health facilities visited for Third Action : The use of primary 


level facilities for third action was less but unexpectedly very high (70.6%) 
among rural CS (64.7% to PMP and 5.9% to PHC) and 47.6% among 
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Table 29A 


Distribution of CS by type of health facility contacted for each action 
(Raichur district) 


Heaith 
facility 


Sanatorium 
Others 


Table 30A 


Distribution of CS by number of visits to each health facility contacted 
for each action (Raichur district) 


Action 3 
No. |% |No. |%_|No. |% 
(4) | (5) (7) 
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2 10 z 
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Mean no. 
of visits 


urban CS. Use of secondary level general health facilities was 17.7% 
compared to 14.6% for second action in rural areas. It increased from 
25.0% to 42.9% in urban areas. The use of specialised facilities by rural 
CS was higher for third action compared to the second action (2.1% and 
11.8%). There was no such increase for urban CS. The continued high 
use of primary level facilities for second and third actions and the 
negligible proportion of CS visiting specialised facilities for second 
and third action shows that the former hardly refers CS to the latter 


for more appropriate diagnosis and treatment. 


3.13.8 Number of visits to each Health Facility : For each action, multiple 
visits were often made. Table 30A gives the distribution of CS by number 
of visits to a health facility for each action. Among the rural CS, the 
largest proportion (36.3%) made eight or more visits for the first 
action followed by 26.2% making 5-7 visits, 15.0% four visits and 12.5% 
two visits. The pattern was the same among urban CS with 35.2% making 
eight or more visits followed by 20.5% making 5-7 visits, 14.8% four visits 
and 13.6% two visits. The average number of visits for first action 
was 5.4 (rural) and 5.2 (urban). Fewer visits were made for the 
second action - average of 4.4 (rural) and 3.6 (urban). In rural areas, 
29.2% made 5-7 visits for the second action followed by 20.8% making 8+ 
visits and 18.8% two visits. Among urban CS, 31.8% made two visits for 
second action followed by 20.5% making one visit and 18.2% 8+ visits. 
Average number of visits for the third action was 3.4 among rural CS 
and 4.4 among urban CS. Among rural CS, 41.2% made only one visit 
followed by 17.6% each making four and 8+ visits. Among urban CS, 
28.6% made 8+ visits followed by 23.8% with two visits and 14.3% each 
with one, four and 5-7 visits. Among rural CS, the percentage making only 
one visit increased with increase in the number of actions (from 5.0 to 14.6 
and to 41.2) and that making 8+ visits decreased (from 36.3 to 20.8 and to 
17.6). No such trend was observed for urban CS. Altogether, 1,197 visits 


were made by 135 rural CS who had taken action giving an average of 8.9 
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total visits per CS. Corresponding figures for urban CS were 588 visits by 


67 CS giving an average of 8.8 total visits per CS. 


3 13.9 Distance travelled for First Action : Table 31A shows the distribution 


3.13.10 


3.13.11 


of CS by distance travelled for taking each action. Since most of the 
villages were large and health facilities were present 58.0% of rural CS 
travelled less than 1 km for the first action. While 24.7% travelled only 1-5 
km, 12.3% travelled 6-10 km. With health facilities within easier reach, 
only 34.1% of the urban CS travelled less than 1 km and 62.5% travelled 
1-5 km. The average distance travelled for taking first action was 3.5 


km for rural CS and 4.1 km for urban CS. 


Distance travelled for second action : For the second action, 33.3% of 
the rural CS travelled less than 1 km followed by 16.7% each travelling 1-5 
km and 21-40 km. Next in frequency was 10.4% travelling 6-10 km. Thus, 
while about 60% of rural CS travelled 0-10 km, as many as 40% travelled 
16 km or more for taking second action. In sharp contrast, among urban 
CS, 84.1% travelled 1-10 km and only 15.9% travelled 16 km or more for 
taking second action. Half of the urban CS had travelled 1-5 km. The 
average distance travelled for taking second action was 16.9 km for 
rural CS and 11.6 km for urban CS. 


Distance travelled for Third Action : Among rural CS, 58.8% travelled 
0-10 km for taking third action, 23.6% travelled 16-70 km and 17.6% more 
than 70 km. The corresponding figures for urban CS were 66.7%, 19.1% 
and 14.3% respectively. The average distance travelled for taking third 
action was the same; for urban CS (22.7 km) and for rural CS (23.6 
km). As many as 66.7% of the urban CS travelled only 0-5 km for taking 
even the third action compared to 47% for rural CS. Considering all 
actions together, travelling 0 to 5 km was most common among both rural 
and urban CS. Average distance travelled for all actions together was 
10.2 km for rural CS and 8.8 km for ubran CS. 
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Table 31A 


Distribution of CS by distance travelled for each action (Raichur district) 


Urban 
Action 2 


Action 3 


<1 47 16 5 30 

1-5 20 8 3 55 

6 — 10 10 5 2 0 

11-15 0 1 0 : 

16 — 20 0 4 2 0 

271-40 3 8 1 0 

41-70 1 2 1 2 

71+ 0 3 3 : 
Poe) at | Cer 4a) SU ar, ey ee eee 


distance 
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© 
NO 
G 
Dp 
& 
sk 
—~ 
— 
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NO 
NO 
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3.13.12 Mode of Transport. Among rural CS, 25.0% went by bus to take their 
first action and 70.0% walked. The corresponding figures for urban CS 
were 11.4% and 73.9% respectively. While use of other modes of 
transport was negligible among rural CS, 12.5% of urban CS used 
unscheduled transport like van and auto. Walking to the health facility 
was much less for the second action for both rural and urban CS, the 
percentage coming down from 70.0 to 37.5 for rural CS and from 73.9 to 
59.1 for urban CS. This led to an increase in the use of bus from 25.0% to 
54.2% by rural CS and from 11.4% to 22.7% by urban CS. The proportion 
using unscheduled transport was almost the same (17.5%) for both 
actions by urban CS. For the third action, 47.1% of rural CS used bus 
and 35.3% walked, which was similar to that for second action. Among 
urban CS, 42.9% went by bus, 47.6% by foot and 9.5% by unscheduled 
transport. While walking was most common for visiting PMP among all 
actions by rural CS (62.5%), 32.0% had walked. Number of contacts 
made with other HFs was too small for any further analysis. Out of all 
actions by urban CS, 74.5% walked to PMP. The next common mode of 
travel was use of van or auto (12.3%) and bus (10.4%). Only for 2.8% of 
all actions by urban CS and 0.8% by rural CS own bicycle was used. 


3.14 Single and Multiple Actions to Health Facilities - 

3.14.1 Frequency of Single and Multiple Actions : The distribution of rural and 
urban CS according to single and multiple actions to general health 
facilities (GHFs) and special health facilities (SHFs) is shown in Table 
32A. Among the rural CS, 39.5% made single contact with a GHF - 38.3% 
with PMP a negligible 1.2% with GH and nil to PHC and SHF. Single 
actions were more among urban CS (48.9%) - 35.2% to PMP, 9.1% to 
GH, 3.4% to NGH, a negligible 1.1% to sanatorium and nil to DTC. Two 
or more actions to the same GHF (only PMP) were made by 40.7% of 
rural CS and 15.9% of urban CS. Multiple actions to combinations of 
GHFs only were taken by 13.6% of rural CS and 27.3% of urban CS. 
Multiple actions to combinations of GHF and SHF were taken by 3.7% of 


121 


Table 32A 


Distribution of rural and urban CS by single and multiple contacts with health 
facilities (Raichur district) 


Contacts with health facilities 


1. Single contacts with GHF or 
SHFs 

a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 

f) DTC 


2. Two or more contacts with 
same GHFs 

a) PMP 
b) PHC 
c) GH 
d) NGH 


3. Multiple contacts with 
combinations of GHFs/SHFs 
a) GHFs only 

b) GHFs and Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium and DTC 


oe JE ilies alii 
A. Contacting only GHFs 
B. Contacting SHFs sanatorium or 
DTC 


rural CS and 8.0% of urban CS. Combinations with DTC were either 
negligible or nil. Among rural CS, 96.3% had contacted only GHFs 
compared to 90.9% by urban CS. The influence of some factors on 


making single or multiple actions are studied in the following paragraphs. 


3.14.2Influence of Age : Table 33A studies the influence of age. Among rural 
CS, single contacts were more common in age groups 35-54 (41.7%) and 
55+ (42.2%) and least in age group 15-34 (25.0%). The position was 
reversed for two or more contacts with GHF - 29.2% in age group 35-54, 
40.0% in age group 55+ and 66.7% in age group 15-34. Single actions 
among urban CS increased steadily with increase in age for single 
contacts with GHFs from 41.2% to 45.9% and to 55.9%. Two or more 
contacts with same GHF by urban CS was highest (21.6%) in age group 
35-54 followed by 17.6% in age group 15-34 and 8.8% in age group 55+. 
Multiple contacts with combinations of GHFs and SHFs among rural CS 
was highest in 35-54 (29.2%) followed by age group 55+ (13.3%) and 15- 
34 age group (8.3%). On the contrary this proportion was highest in age 
group 15-34 (41.2%) among urban CS. It was 32.4% and 35.3% in the 
other two age groups. 


3.14.3 Influence of Sex : Among urban CS, single contacts with GHFs were 
made by 45.7% females and 50.9% males (Table 34A). The situation 
appears to be the opposite among rural CS - 42.9% among females and 
37.0% among males. Two or more contacts with GHFs were made by 
31.4% females and 47.8% males among rural CS but this percentages 
among females and males among urban CS did not differ so much 
(14.3% and 17.0%). Multiple contacts with combinations of GHFs only 
were more common among females compared to males in rural and 


urban areas. 
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Table 33A 


Influence of age on single and multiple contacts with health facilities by rural 
and urban CS (Raichur district) 


Contacts to health Urban — age group 
facilities 15 — 34 35 — 54 15 — 34 
, % 


(1) (5) | (6) | (7) 
1. Single contact 
with GHF or 

SHF’s 

a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 
f) DTC 


2. Two or more 
contacts with 
same GHFs 
a) PMP 
b) PHC 

c) GH 


3. Multiple 
contacts with 
GHFs /SHFs 
a) GHFs only 
b) GHFs and 
Sanatorium 
c) GHFs and 
DTC 
d) GHFs, 
sanatorium 
and DTC 


4. Other 
combinations 

ee rota 

A. Contacting GHFs 
only 

B. Contacting SHFs 

(DTC or 

sanatorium) 


Table 34A 


Influence of sex on single and multiple contacts with health facilities by rural 
and urban CS (Raichur district) 


Contacts with health 
facilities 


(1) 


. Single contact with 
GHF or SHF’s 
a) PMP 
b) PHC 
c) GH 
d) NGH 
e) Sanatorium 
fy DTC 


Sub - total 


2. Two or more contacts 
with same GHFs 

a) PMP 
b) PHC 
c) GH 
d) NGH 


3. Multiple contacts with 

GHFs/SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 
and DTC 


UEC aa 
4. Other combinations 


A. Contacting GHFs only 
B. Contacting SHFs (DTC 
or sanatorium) 


3.14.4 Influence of Type of Family : Table 35A shows that single contacts 
with GHFs among rural CS were more frequent for CS of nuclear 
families (45.5%) compared to CS of joint families (38.9%). The situation 
was just opposite among urban CS - single actions were less frequent 
for CS of nuclear families (41.0%) compared to CS of joint families 
(54.3%). Two or more contacts with GHF also showed a similar opposite 
picture - the frequency for rural CS of nuclear families being less (36.4%) 
than for CS of joint families (42.6%) and frequency for urban CS of nuclear 
families being more (20.5%) than for CS joint families (13.0%). 


3.14.5 Influence of Family Size : The number of CS in families with 1-3 and 10+ 
persons were quite small in both rural and urban areas (ranging from 7 to 
13 only). Hence only two combined groups of family size 1-6 and 7+ are 
presented in Table 36A. Single actions among urban CS were more 
common in the smaller families (51.9%) than in bigger families (44.1%). 
Among rural CS, there was no such difference. The percentages of rural 
and urban CS making two or more contacts with GHF did not differ much 
between smaller and bigger families. Multiple contacts with combinations 
of GHFs only among rural CS were less common in smaller families 
(10.0%) than in bigger families (17.1%), but the difference was in the 
opposite direction among urban CS. Such actions among urban CS were 


more common in smaller families (29.6%) than In bigger families (23.5%). 


3.14.6 Influence of Religion and Caste : Table 37A studies the influence of 
religion and caste. Religion and caste groups other than SC/ST and BCs 
have not been included in the Table because of small numbers of CS. 
Percentage making single contacts with GHFs_ was higher among SC/ST 
compared to BCs among rural and urban CS, but the differences were 
small. Two or more contacts with GHF by rural CS were more frequent 
among SC/ST (42.9%) than among BCs (36.4%) but equal among urban 
SC/ST and urban BCs. Multiple contacts with combinations of GHFs and 


SHFs showed smaller frequencies among SC/ST compared to BCs for 
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Table 35A 


influence of type of family on single and multiple contacts with health facilities 
by rural and urban CS (Raichur district) 


Rural — type of family Urban — type of family 


Contacts with health Nuclear -—Joint | Nuclear [__Joint__ 
facilities %, No. 


1. Single contact with 

GHF or SHF’s 

a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 

f) DTC 


2. Two or more contacts 
with same GHFs 

a) PMP 
b) PHC 
c) GH 
d) NGH 
Sub - total 


. Multiple contacts with 

GHFs /SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 


and DTC 
Po SC aa ee 
‘4. Other combinations | 0| 0.0| 2) 
lille i ME ES TES TE" 


A. Contacting GHFs only 20} 90.9 04| 1 41| 89.1 
B. Contacting SHFs (DTC 2| 9.1 0 5| 10.9 


or sanatorium) 


Table 36A 


Influence of family size on single and multiple contacts with health facilities by 
rural and urban CS (Raichur district) 


Contacts with health Rural — family size Urban — family size 
facilities 

No. %o 

6) | 6) @ 


1. Single contact with 
GHF or SHF’s 

a) PMP 

b) PHC 

c) GH 

d) NGH 

e) Sanatorium 

f) DTC 


. Two or more contact 
with same GHFs 

a) PMP 
b) PHC 
c) GH 
d) NGH 


. Multiple contacts with 

GHFs / SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 

and DIC 


4. Other combinations 


A. Contacting GHFs only 
B. Contacting SHFs (DTC 
or sanatorium) 


Table 37A 


Influence of major castes on single and multiple contacts with health facilities 
by rural and urban CS (Raichur district) 


Contacts with health i, Shae oa C/S 
facilities % | No. | 
(7) 


1. Single contact with 
GHF or SHF’s 
a) PMP 
b) PHC 
c) GH 
d) NGH 
e) Sanatorium 
f) DTC . 


2. Two or more contacts 
with same GHFs 
a) PMP 
b) PHC 
c) GH 
d) NGH 


3. Multiple contacts with 

GHFs/SHFs 

a) GHFs only 

b) GHFs and 
Sanatorium 

c) GHFs and DTC 

d) GHFs, sanatorium 
and DTC 


a LS 
A. Contacting GHFs only 
B. Contacting SHFs (DTC 


or sanatorium) 


both rural and urban CS (14.3% and 27.3% respectively among rural CS 
and 31.6% and 47.4% respectively among urban CS). 


3.14.7 Influence of Occupation : Among rural CS, the percentage making 
single contacts with GHFs or SHFs was equal among the employed 
(42.9%) and unemployed and students (44.0%) which was much higher 
than that for housewives (21.4%) (Table 38A). But this proportion did not 
differ much among urban CS. The percentage of rural CS making two or 
more contacts with GHF was highest among unemployed and students 
(44.0%) and lowest among the employed (38.1%) with housewives in 
between (42.9%). This proportion among urban CS was lowest for 
unemployed and students (5.9%) and highest for the employed and 
housewives (about 18%). The highest frequency for multiple visits to 
combinations of GHFs only by rural CS was among the housewives 
(28.6%) and lowest among unemployed and students (12.0%) with 
employed in between (16.7%). 


3.14.8 Influence of Highest Education Level in HH : Table 39A shows that 
among rural CS, single contacts with PMP did not differ between the three 
education groups but increased steadily with increase in education for 
urban CS from 30.0% to 40.0%. The situation was similar for two or more 
contacts with the same GHF. Among rural CS, multiple contacts with 
combinations of GHFs was highest (18.8%) for below SSC and least for 
illiterates (9.1%) with SSC+ in between (11.1%). The situation was 
opposite among urban CS with the highest percentage (35.0) for illiterates 
and lowest (23.3) for below SSC with SSC+ (28.0) in between. 


3.15 Diagnostic Examinations 
3.15.1 Sputum Examination during each Action : Sputum examination was 
ordered for only 9.9% of rural CS and 19.3% of urban CS during first 
action (Col.4 of Table 40A). For 12.5% of rural CS for whom it was 


ordered, it was done at the same facility all on another day, requiring an 
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Table 38A: 


e *yea? an 
Influence of occupation on single and multiple contacts to health facilities by rural and urb 


Contacts with health 
facilities 


[Employed | Uocor2n= Housewives | Employed 
& Students ruden 

RE Mn oe oe cce: 
al al o| of of a] | | co a} 2 


1. Single contacts with 
GHFs and SHFs 

(a) PMP 

(b) PHC 

(c) GH 

(d) NGH 

(e) Sanatorium 

(f) DTC 


3. Multiple contacts with 
combinations of : 


(a) GHFs only 

(b) GHFs & Sanatorium 
(c) GHFs & DTC 

(d) GHFs, Sanatorium 
& DTC 


4. Other Combinations 


A. Contacting GHF's only 


B. Contacting DTC & 
Sanatorium 


Table 39 A 
nfulence of highest education level in the family on single and multiple contacts with health facilities by 
rural and urban CS.( Raichur District 


Rural Highest Education Level in HH 
facilities 

Fai iaicia deal once al faa 

(3)} (4) | (5) (7) (9) | (10)| (11) 12) 43) 


1. Single contacts with 


GHFs or SHFs 
(a) PMP 8 |36.4| 13 140.6] 10 |37.0] 6 |30.0] 15 |34.9 
(b) PHC 0 0 0] 00) 0| a0} o 
(c) GH 0 0 pic 7 34 wl zs 
(a) NGH 0 0 0 l 1 
(e) Sanatorium 0 0 0 0 l 
(f) DTC 0 0 0 0 0 


0. 
0. 


| subtotat | |36.4{ 13. 10 465| 13 


2. Two or more contacts 
with GHF 
(a) PMP 9 140.9 c a7 ad, ‘ 44.4 2 | 10.0 
(b) PHC 0 0 
(c) GH 0 0 
(d) NGH 0 0 


sib feral 2 [aol 7 [res] [ae 


3. Multiple contacts with 
combinations of : 
(a) GHF only ‘ 18.8 ; ih 10 |23.3| 7 | 28.0 
(b) GHF & Sanatorium cis Sj 1167° 01 OG 
(c) GHFs & DTC 0.0 0} 0.0 
(d) GHFs, & DTC 
Sanatorium 


RUB so MORO E SE 
did is 40.0| 16 37.2] 7 |280 


Th 
al 7 on 
EEEEL 


00.0) 19 |95.0) 36 | 83.7] 25 |100.0 
7 | 16.3 


A. Contacting GHF's 
only 


B. Contacting DTC/ 
Sanatorium 


Table 40A 


r x % of % of No % of %of | “of 
Col 3 Col 5 Col 5 | Col 7 


00) | 


examination 
during/by 


Rural. 


During : 
Action |. 


Action 2. 


Action 3. 


By: 
PMP 
PHC 
GH 
NGH 
DTC 


Sanatorium 


7) 
6 
9 
3 
0 
0 
4 
2 
2 
l 


Urban 


During: 
Action 1. 
Action 2. 
Action 3. 


By: 
PMP 
PHC 
GH 
NGH 
DTC 


Sanatorium 


additional visit (not given in the Table). The remaining 87.5% had sputum 
examination at another facility on another day after an additional visit. For 
64.7% of urban CS for whom it was ordered it was done at the same 
facility - 17.6% on the same day and 47.1% at the same facility on another 
day - and for 35.3% at another facility on another day. Thus, 82.4% had to 
make additional visit. Ordering of sputum examination for rural CS 
showed only some improvement for second action but deteriorated for 
third action, the figures being 25.0% and 17.6% respectively. For urban 
CS, sputum was ordered for 18.2% for second action and for 42.9% for 
third action showing some improvement for third action but still not 
satisfactory. Out of those for whom sputum examination has been ordered 
for more than two-third it was done in the same facility for both second 
and third actions in both areas (not given in the Table). A small proportion 
of them (varying from nil to 25%) had to make another visit to get it done. 
The fact that about 90% of the sputum examinations ordered were 
done in the same facility shows that most of the health facilities 
without facilities for sputum examination did not order sputum 


examination. 


3.15.2Sputum Examination at different Health Facilities : Out of the total of 
150 actions taken by rural CS, 129 (86.0%) were for consulting PMP. 
Only in 11.6% of these, the PMP asked the CS to get their sputum 
examined (Col.4 of Table 40A). The situation was better but still much 
short of expectations during consultations with GH, 50.0% ordering 
sputum examination. Further, the number of such actions was very small 
(8 only). During three actions taken to consult DTC/sanatorium, sputum 
examination was ordered for all. The situation was slightly worse for 
urban CS with sputum being ordered by 12.3% PMP and 40.0% GH. 
Less than 90% of CS were ordered sputum examination by DTC / 
sanatorium. Even these specialised institutions did not order sputum 


examination for all CS. 
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3.15.3 Information about results of sputum examination at each action: Out 

of those who had sputum examination during the first action, six out of 
eight rural CS and 64.7% of urban CS were informed about result of 
sputum examination (Table 40A). Those who were told about the result 
during second action formed 75.0% among rural CS and six out of eight 
among urban CS. During third action, all the three rural CS and seven out 


of nine urban CS were told the result. 


3.15.4 Information about result of sputum examination at health facilities: 
Among rural CS, out of the actions leading to sputum examination, results 
were told to CS for 66.7% by PMP and 4 out of 4 by GH (Col.8 of Table 
40A). The corresponding figures for urban CS were : 69.2% by PMP, 
57.1% by GH and 6 out of 8 by DTC/ sanatorium. These show some 
laxity on the part of these health facilities in informing CS about 


results of sputum examination. 


3.15.5 Sputum Positivity: Out of those for whom results of sputum examination 
were told, the percentage positive was 44.4% for rural CS during action 2 
and 63.6% for urban CS during action 1 (Col.11 of Table 40A). 
(Percentages have not been calculated for other actions because of small 
numbers of rural and urban CS examined but the figures indicate a high 
positivity rate). Percentage positive was 30.0 for rural CS consulting PMP, 
66.7 for urban CS consulting PMP and 50.0 for urban CS consulting GH. 
(For most of the other consultations also, with small number of rural and 
urban CS examined, the positivity rate appears to be very high). Even if it 
is assumed that all those who were not told of the result were 
negative, positivity rates were still high (Col.10 of Table 40A) and 
much more than 10% expected under NTP. The relevant figures were: 
33.3% for second action by rural CS and 41.2% for first action by urban 
CS. Positivity rate from actions to consult PMP was 20 for rural CS and 
41.2 for urban CS. The rate from consultations with GH was 28.6 for 


urban CS. Two possible reasons for high positivity rate are (1) health 
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facilities order sputum examination only to confirm a clinical 
diagnosis of TB which they had arrived at (the very large proportion of 
CS for whom sputum examination has not been ordered supports this) or 
(2) the quality of sputum examinations was very poor, or both. In any 
case, the situation was very bad for NTP. The very large proportions of 
CS for whom sputum has not been ordered and for whom the results 


have not been told indicate a lack of sincerity to NTP. 


3.15.6 X-ray Examination during each action. At the time of first action, 
only 11.1% of rural CS and 25.0% of urban CS were asked to have X- 
ray examination (Col. 4 of Table 41A). Among those ordered, 11.1% 
were done at the same facility (all on another day) by rural CS and the 
remaining 88.9% at another facility on another day (not shown in the 
Table). The corresponding figures for urban CS were : 63.6% at the same 
facility (9.1% on same day and 54.5% on another day) and 36.4% at 
another facility on another day. Percentage of urban CS who were asked 
to have X-ray done increased from 25.0 for first action to 27.3 for second 
action and 47.6 for third action. There was no such trend for rural CS. 
Among rural and urban CS who were ordered X-ray during second and 
third actions, the vast majority (varying from 69.2% to 100%) had the X- 
ray done at the same facility, indicating that generally only those who have 
facility for X-ray examination ordered it. Most of them (58.3% to 80.2%) 
had to got it done on another day. The lowest and highest figures were 
observed for urban CS the former for second action and the latter for third 


action. 


3.15.7 X-ray Examination at Health facilities : Out of 150 actions taken by 
rural CS, 129 (86.0%) were for consultation with PMP. X-ray examination 
was ordered for 12.4% of them by PMP (Col.4 of Table 41A). Out of 162 
actions taken by urban CS, 106 (65.4%) were for consultations with PMP, 
35 (21.6%) for consultation with GH and 10 (6.2%) for consultation with 
NGH. X-ray examination was ordered for 17.9% of them by PMP, 48.6% 
by GH and 30.0% by NGH. 
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3.15.8 Information about Results of X-ray Examination durin 


g each Action: 


Among the rural CS who had X-ray examination, the proportion who were 
told about the result was 76.9% at second action (Col.8 of Table 41A). 
The corresponding figures for urban CS increased steadily from 54.5% for 


first action to 75.0% for second action and to 80.0% for third action. 


3.15.9Information about Result of X-Examination at Health Facilities : 


3.15.10 


3.15.11 


3.15.12 


Among rural CS, out of all actions leading to X-ray examination, results 
were told to 62.5% by PMP (Col.8 of Table 41A). The corresponding 
figures for urban CS were : 68.4% by PMP, and 41 2% by GH. 


X-ray Positivity : Among rural CS, out of those for whom results were 
told, 40.0% were positive during action 2 (Col.11 of Table 41A). The 
corresponding figure for urban CS was 66.7% for action 1. The positivity 
rate during consultations with PMP was 40.0% for rural CS and 76.9% for 
urban CS. These positivity rates were high. If it is assumed that all those 
who were not told the results were negative, the positivity rates (Col.10 of 
Table 41A) varied from 30.8% to 60.0% for different actions by rural and 
urban CS and from 17.6% to 52.6% for examinations ordered by different 
health facilities. 


Information about diagnosis at each action : During the first action, 
82.7% of rural CS were not told about what disease they were 
suffering from. The situation was somewhat better among urban CS 
(75.0% not told). Though there was some improvement for both rural 
and urban CS during second and third actions (except for second 
action by urban CS) the situation was still not desirable, particularly 
for rural CS. The relevant figures (for diagnosis not told) were : 78.7% 
and 64.7% respectively for second and third actions by rural CS and 


77.3% and 52.4% respectively for second and third actions by urban CS. 


Information about diagnosis by Health Facilities : Answer to the 
question on whether diagnosis has been informed was available for 149 


out of 292 actions taken by rural CS and for all the 162 actions taken by 
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Table 41A 


Details of X-Ray examination by rural and urban CS (Raichur District) 


% of % of No % of No % of % of 
CoiZ Col 3 Col 5 Col S54 eal 7 


Roy state ®) am | ay 


X-Ray 
examination 


Rural. 
During: 
Action 1. 
Action 2. 
Action 3. 


By: 
PMP 
PHC 
GH 
NGH 
DTC 


Sanatorium 


Urban 
During: 
Action 1. 
Action 2. 
Action 3. 


By: 
PMP 
PHC 
GH 
NGH 
DTC 


Sanatorium 


urban CS. For the vast majority of consultations with primary and 
secondary level facilities the diagnosis was not told to the CS. The 
relevant figures were : 82.8% (rural) and 76.4% (urban) by PMP, 75.0% 
(rural) and 80.0% (urban) by GH and 20.0% (rural) and 60.0% (urban) by 
NGH. 


3.15.13 Diagnosis of TB during each action : Percentage of CS who were told 
that they were suffering from TB steadily increased with each action by 
rural and urban CS, with the latter having consistantly higher percentage 
diagnosed as TB, indicating that the percentage of TB cases out of 
chest symptomatics may be higher among urban CS compared to 
rural CS. The relevant figures were: 3.7%, 8.5% and 17.6% respectively 
for first, second and third actions by rural CS and 13.6%, 15.9% and 
38.1% respectively for first, second and third actions by urban CS. These 
could also indicate fluctuating quality of diagnosis or weeding out of 


CS who are not suffering from TB for subsequent actions or both. 


3.15.14 Diagnosis of TB by Health facilities : Proportion of consultations at 
primary level leading to diagnosis of TB were : 4.7% by PMP among rural 
CS, 14.2% by PMP among urban CS. At the secondary level, the relevant 
figures were : 12.5% by GH among rural CS, 11.4% by GH among urban 
CS and 20.0% by NGH among urban CS. 


3.16 Treatment 


3.16.1Type of Treatment : For the vast majority of actions, CS received 
only out-patient treatment. The relevant figures for those receiving out- 
patient treatment were : 100% for each action by rural CS and 97.7%, 
93.2% and 90.5% respectively for first, second and third actions by urban 
CS. Among the small number of CS (varying from 2 to 3) who had in- 


patient treatment the period varied from one week to four months. 
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3.16.2 Check-up Examination : None of the rural and urban CS had a check- 
up examination during or after the treatment received at the time of 
any action, except for the second action by one urban CS who had an X- 


ray examination. 
3.17 Satisfaction with Servic 


3.17.1 Satisfactory actions by CS: Services provided were generally 
satisfactory for more than half of the total actions taken. Proportion of 
satisfactory actions by rural CS was 55.8% for PMP and 75.0% for GH. 
NGH fared better with 80.0% being satisfactory (40% fully) but was not at 
all popular with a contribution of only 3.3% of the total actions taken 
probably because of being more costly and not attuned to the rural culture. 
Among actions taken by urban CS, the proportion satisfactory was less for 
services of GH (48.6%) compared to that by PMP (54.8%). 


3.17.2 Extent of satisfaction : Among the satisfactory actions by rural CS, the 
proportion fully satisfied was nil out of 2 for DTC, nil out of 1 for 
sanatorium and 4 out of 8 for GH, which are government health facilities. 
This proportion was 2 out of 4 for NGH and 20.8% for PMP (both private 
health facilities). Among the satisfactory actions by urban CS, the 
proportion fully satisfied was nil out of 2 for DTC,. One out of 7 for 
sanatorium and 17.6% for GH. This proportion was 28.1% for PMP and nil 
out of 4 for NGH. 


3.17.3 Reasons for satisfaction / non-satisfaction : When specifically asked 
for the reasons for satisfaction / non — satisfaction for each action, the 
replies showed a different picture now. None of the actions taken by 
rural CS and less than 5% of actions urban CS were now stated to 
be satisfactory. The main reason for non-satisfaction was “not 
cured” (symptom has not subsided) among actions taken by both rural 
and urban CS (47%). Out of the actions taken by rural CS, 35.9% were 
not considered satisfactory because of only partial cure even though they 


felt better now and 14.1% because they were not feeling alright even 
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though they were partially cured. These two perceptions of partial cure 


together formed 50.0%. The corresponding figures for action taken by 
urban CS were 37.9%, 8.6% and 46.5% respectively It is interesting that 
the same proportion (47%) of actions by rural and urban CS in Mysore 
district also were not satisfied because of not being cured and nearly the 


same for the other two reasons. 


3.18 Reasons for Observed Behaviour 


3.18.1 Choosing Health Facility for First Action : The most common reason 
for choosing health facility for first action by rural CS was proximity 
to residence or convenience (72.8%) followed by advice of friends, 
relatives and neighbours (17.3%) and expectations regarding diagnosis 
and treatment (9.9%), which together formed 100% (Table 42A). The 
situation was slightly different for urban CS. Frequency for proximity of 
residence or convenience was reduced to 54.0%. The next frequent 
reasons were expectation of free diagnosis and treatment (17.2%) advice 
of friends etc (14.9%) and expectation of correct diagnosis and treatment 
(13.8%), all four together accounted for 99.9%. 


3.18.2 Choosing Health Facility for Second Action : For second action, the 
weightage given to proximaty/convenience dropped steeply down to 
6.2% for rural CS. Only 10.4% of rural CS and 2.3% of urban CS took the 
second action because of being referred by a PMP or doctor of a PHC or 
hospital and shows that the doctors contacted by them during their 
first action did not take any interest in referring the CS to a proper 
health facility even when the symptoms did not subside. Thus, the 
reason for choice of facility for the. second action which was most 
frequent among rural CS was the expectation of correct diagnosis 
and better treatment because their first action did not help to 
overcome their suffering (52.1%). Next came advice from lay persons 
such as friends, relatives etc. (25.0%). Among urban CS, the more 


common reasons were advice from friends etc. (36.4%) and expectation of 
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Table 42A 


tribution of CS by reason for choosing the health facility contacted for each action (Raichur District) 


Reason , 
DO SROOGOOECI 


1. Referred by doctor ) 
0.0; 5 | 10.4 O 0.0 l 2.3 
0.0; O} OO) 1 59 0}| 00 
8 


(a) PMP 
ee OCMC: 


(b) PHC/Hospital 
0.0 2.4 O05 SO“: 0.0} 3 | 14.3 
1404 1 73) E22 5.0 35.3} 13 |14.9| 16 | 36.4] 11 |52.4 


HALAS liz, 
Gi 2: 5) dl ad 12 Jae 
0.0) 19 | 39.6 0} 0.0} 13 [29.5] 4 | 19.0 
action 


DRC oCOCeLogeS 


4. Proximity or 72.8 47 | 54.0 13.6 
convenience 
5. Others 


2. Advised by lay person 
(a) TB patient 


(b) Friends, relatives, 
etc 


(c) Social worker/ 


local leader 


3. Expectation 
(a) Free diagnosis & 
treatment 
(b) Correct diagnosis 
& treatment 
(c) Better treatment 


than from earlier - 


While 9.1% chose the 
and treatment, 2.3% did 


correct/better diagnosis and treatment (36.3%). 
facility because of expectation of free diagnosis 


so because of advice from social worker/local leader. 


3.18.3 Choosing Health Facility for Third Action: Though advice of doctors 
influenced the choice of facility for third action by more CS (nearly double 
of that of second action) among urban CS, it was still as low as 4.8% only. 
The frequency for this reason dropped to 5.9% for third action by rural CS 
(from 10.4% for second action). These show that the doctors consulted 
by the CS during first and second actions, often repeatedly and with 
continuation of symptoms, did not take enough interest in referring 
them to a proper health facility like DTC or sanatorium. While the 
expectation of correct/ better diagnosis and treatment was still the most 
common reason for choice of facility for third action (47.1%) among rural 
CS, this had less influence on urban CS (23.8% compared to 36.3% for 
second action). Advice from lay persons (friends, relatives etc) was 
the most frequent reason among urban CS (52.4%) and the second 
common reason among rural CS (35.3%). Thus, despite repeatedly 
contacting doctors, the choice of healthy facility for third action was 
predominantly the advice of lay persons. It is also significant that 
among urban CS expectation of correct/better diagnosis and 
treatment which had increased from 13.8% for first action to 36.3% 
for second action dropped down to 23.8%. This probably shows that 


they no longer looked for it out of frustration or disillusionment. 


3.18.4 Reason for not taking action : Among rural and urban CS, the most 
common reason for not taking any action was “will become alright” belief 
(44.4% rural and 37.5% urban) followed by “no money” (33.3% rural and 
31.2% urban). Using traditional / home remedies, pooja etc was stated by 
12.5% of urban CS (nil by rural CS). About one fifth of rural CS and one 


eighth of urban CS did not give any clear reason. 
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3.18.5 Reason for Multiple Contacts : To get relief from suffering / earlier action 
did not provide relief was the predominant reason for making multiple 
contacts - 97.9% among rural CS and 93.3% among urban CS. One 
urban CS (2.2%) and no rural CS stated that when they suspected TB 
they changed to specialised health facilities. It is significant that only one 
rural CS (2.1%) and no urban CS mentioned that they changed 
because they were referred by a doctor. 


3.18.6 Suggestions to other CS : When asked about which health facilities they 
would suggest to other CS on the basis of their experience, the most 
common reply among rural CS was PMP (78.2%) followed by no advice 
(11.5%) and hospital (5.1%). Only one CS each (1.3%) advised visit to 
DTC and sanatorium. Among urban CS, the most frequent reply was 
PMP (57.0%) followed by hospital (19.8%), no advice (11.6%) and 
sanatorium (5.8%). Only two CS (2.3%) advised visit to DTC. 


3.18.7 Remarks from CS who had taken multiple actions : Those CS who had 
contacted more than one facility were asked their opinion about which 
facility they had unnecessarily contacted. Among the rural CS, the most 
common reply was PMP (83.0%) followed by PHC and GH (4.3% each). 
Among urban CS, the more frequent reply was PMP (45.5%) followed by 
combination of PMP and PHC/GH (18.2%) and GH (9.1%). None of the 
contacts were considered to be unnecessary by 10.6% of rural CS and 
11.4% of urban CS. 


3.18.8 Suggestions for improvement : The CS were asked for suggestions to 
improve the services. Their answers were analysed in the context of the 
TB programme. Among urban CS, 60.2% had not visited a PHI or DTC. 
Out of the remaining CS, 85.7% did not give any suggestions for 
improvement and 14.3% wanted free treatment to be given in PHls. 
Among rural CS, 85.0% had not visited a PHI or DTC. Out of the 
remaining CS, 66.7% did not suggest any improvement, 25.0% wanted 


free treatment to be given by PHIs and 8.3% wanted quality of services to 
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be improved. The question of improvement of DTC services did not arise 


because only two each of rural and urban CS had visited the DTC. 


3.19 Self- suspected TB Cases 


3.19.1 Prevalence of self suspected TB : The CS were asked whether they 
suspected that they were suffering from TB. Out of the 165 CS for whom 
information was available, 19 stated “Yes” — 7 in rural areas and 12 in 
urban areas. The proportion who suspected was 8.8% of rural CS and 
14.1% of urban CS. The prevalence rate of self-suspected TB cases in the 
population was 0.7 per 1,000 (rural), and 1.2 per 1,000 (urban) and 0.9 
per 1,000 (overall). The proportion of female self-suspected TB cases was 
50.0% overall — 57.1% (rural) and 33.3% (urban). 


3.19.2 Prevalence rate for self — suspected TB by age and sex : Table 43A 
shows the number, prevalence rate and percentage of self-suspected TB 
cases in different age-sex groups. The prevalence rate (in the population 
of age 15 or more) was lower in rural areas (1.1 per 1,000) compared to 
urban areas (1.9 per 1,000) the overall rate being 1.3 per 1,000. This was 
also higher among males (1.5 per 1,000) compared to females (1.3 per 
1,000). The difference between prevalence rates for males and females - 
was less in rural areas. Age group 15-34 has smaller prevalence rate (0.6 
per 1,000) compared to the other two age groups 35-54 and 55+ which 
were (1.4 and 4.2 per 1,000 respectively). 


3.19.3 Age distribution of self-suspected TB Cases: The overall weighted 
proportions in different age groups showed a steady increase from 20.0% 
in age 15-34 to 32.5% in 35-54 and to 47.5% in age 55+. These 
proportions did not differ between males and females but not so between 
rural and urban areas. Proportions in different age groups increased with 
age from 14.3% in 15-34 to 28.6% in 35-54 and to 57.1% in 55+ in rural 
areas. The corresponding percentages were 33.3, 41.7 and 25.0 


respectively in urban areas. The overall unweighted proportions, which 
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Table 43A 


Number (No), prevalence rate per thousand (PR) and percentage (P) of self suspected TB cases in 
different age sex groups in rural and urban areas (Raichur District) 


Age group 


15-34 35-54 


Tele [|p [me 


(7) | (8) | (9) | 0)} (11)} (12) 


1.1 | 25.0) 2 
1.0 
1.0 
(Weighted) 
PR and i : ‘ ; 
percentages) 
Rural 
a 
Urban 
(unweighted 
percentages) 


Note : Percentages in different groups are calculated on small numbers (3 to 12). 
The prevalence rates are based on small numerators. 


3.19.4 Influence of suspicion about having TB on a 


3.20 Cost 


are based on larger numbers, show that 50% or more of the suspected TB 


cases were of age 55+ among males, females and both sexes together. 


ction taken : Asked 


whether their suspicion of having TB had influenced their action taking, 
57.1% in rural areas and 41.7% in urban areas stated that it influenced 
them to seek proper health facilities for diagnosis and treatment. It is 
significant that their suspicion had influenced much more than referral by 
doctors whom they had contacted repeatedly. There was no influence on 
42.9% (rural) and 41.7% (urban). To the question whether their suspicion 
led to their seeking advice of friends, relatives and neighbours, 100% 
(rural) and 91.7% (urban) answered in the negative. (This may be due to 


fear induced by stigma). 


3.20.1 Calculation of average cost : The average for total cost and its two 


components viz., direct cost and indirect cost as well as for the sub- 
components of each of these under different cost heads are given in 
Tables 44A to 47A. The average total cost is based on the distribution of 
total cost and not on the total of the average costs for its two components. 
Similarly, the average for direct and indirect costs are based on their 
distributions and not on the total of the average for costs for their sub- 
components. The latter are not based on uniform class intervals (ranges) 
of cost and have different mode values. Further, the average cost of sub- 
components/components are more likely to be influenced by extreme 
values than average of total cost because these extreme values form a 
comparatively larger proportion of the sub-component'’s/component's 
distribution than of distribution of total cost. This is illustrated by three 
distributions each given in Tables 44A and 45A._ The distribution of 
indirect cost for rural CS formed an inverted J-distribution with nil values to 
the extent of 74.1% of the total and yet did not influence the distribution of 


total cost which resembles a normal distribution. Due to these two reasons 
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Table 44A 
Distribution of rural CS by direct, indirect and total cost (Raichur district) 


Coat indirect Cost 
ee ee | hoe ee | eee 


> 
o- fo 


2000 — 3999 
4000+ 


= eae ee 
Mean Cost (Rs.) 


on 


Table 45A 


Distribution of urban CS by direct, indirect and total cost (Raichur district) 


indirect Cost 
Costheamen (RS) "No, [7 % | No | % 1. io | — 


Nil 
001 — 099 
100 — 199 
200 — 599 
600 — 999 
1000 — 1999 
2000 — 3999 
4000+ 4 3 
=. : a Sk 


o1 


Oo WOW O 


— 


given above, the addition of average costs for sub-components / 
components gives a different and less reliable value for average of total 
cost than that obtained from the distribution of total cost. This is more 
striking in the cases of sub-components of indirect cost given under item 2 


of Tables 46A and 47A. 


3 20.2 Distrihution of direct, indirect and total costs: Tables 44A and 45A 
show the distribution of direct, indirect and total costs and the averages for 
these. Indirect costs incurred by both rural and urban CS formed inverted 
J-distributions with more than 50% of CS having no indirect cost. The 
distribution of direct and total costs incurred by rural CS were unimodel 
with modes in the cost range of Rs.200-599 for direct cost and total cost. 
The distributions of direct cost and total cost incurred by urban CS were 
bi-modal with one mode in the cost range of Rs.200-599 and the other in 
the cost range of Rs.1,000-1,999. Proportion having direct cost of 
Rs.1,000 or more was less (28.3%) among rural CS compared to that 
among urban CS (43.2%). Those incurring total cost of Rs.1,000 or more 
was also less among rural CS (35.8%) compared to that among urban cS 
(51.2%). The overall proportion was 32.8% for direct cost and 40.4% for 
total cost (weighted percentages for rural and urban combined). The 
average total cost incurred by urban CS (Rs.1,822) was about 1.8 times of 
that incurred by rural CS (1,038). Averages for both direct and indirect 
costs were higher for urban CS compared to rural CS, the latter being 
more than four times higher. 


3.20.3 Average cost under different cost heads during each action : Among 
rural CS, averages for direct and total costs were maximum during fourth 
action (Table 46A). Excluding this, which was based on four CS only, 
direct, indirect and total average costs decreased steadily with increase in 
the number of actions. Under direct cost, the maximum contribution was 
from cost of medicines which was far more than any of the other 
components. Excluding fourth action, cost of medicines decreased 


steadily with increase in the number of actions. Consultation cost was a 
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Table 46A : 


Mean cost under different cost heads for each action by rural CS (Raichur District) 


Cost (1 
Cost Head ost (in Rs) for action 
5 All 


1. Direct cost 
(a) Travel 
(b) Consultation 
(c) Sputum examination 
(d) X-Ray examination 
(e) Medicines 
(f) Special diet 
(g) Tonics 


(h) Medicine collection 


2. Indirect cost : 


(a) Wage loss 37 18 
(b) Substitution 28 29 
(c) Others 0 2 


3. Total cost 596 542 


poor second followed by travel cost of at third place. Under indirect cost, 


stitution of labour were of equal importance. 


wage loss and cost for sub 
direct, 


Urban CS showed a different picture (Table 47A). Average for 
indirect and total costs were less for second but did not differ much for the 
other actions except for indirect cost at first action which was much less 
than at third and fourth actions. Major part of direct cost was for cost of 
medicines followed by cost of consultation (second) and travel cost (third) 
as in the case of rural CS. Cost of medicines was much less at second 
action. Wage loss became the major component of indirect cost and 


increased steadily with increase in the number of actions. 


3.20.4 Contribution of direct cost during each action : Proportion of direct 
cost out of total cost incurred by rural CS increased steadily from 86.1% 
- during first action to 88.7% during second action, to 94.6% during third 
action and to 100% during fourth action. There was no such trend for 
urban CS. It was highest for third action (84.3%) and lowest for fourth 
action (63.8%) with 77.9% and 71.3% for first and second actions. This 
proportion was higher among rural CS compared to that among urban CS 
for each action. The overall contribution of direct cost was higher for rural 
CS (88.0%) compared to urban CS (77.4%). For 76.6% of rural CS and 
63.6% of urban CS direct cost formed 80% or more of the total cost. While 
the contribution of direct cost was between 40% and 79% for 16.1% of 
rural CS and 25.0% of urban CS, it was less than 40% for 7.4% of rural 
CS, and 11.3% of urban CS. 


3.20.5 Cost incurred by rural CS at Health faclities: Average cost incurred by 
rural CS was Rs.657 for single actions and Rs.1,221 for multiple actions, 
for consulting PMP and Rs.1,609 for multiple actions for consulting GHFs 
at primary and secondary levels (Table 48A). Distributions of cost for 
consultations with PMP (both for single and multiple actions) were 
unimodal with mode in the cost range of Rs.200-599 for single actions 
and in cost range of Rs.1,000-2,999 for multiple actions. For multiple 
actions by GHFs only, the distribution was normal with mode in the cost 
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Table 47A 
: Mean cost under different cost heads for each action by urban CS. (Raichur District) 


tw a 
Cost Head ost (in Rs) for action 


All 
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(1) (2) 3) 
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1. Direct cost 


(a) Travel 


(b) Consultation 


(c) Sputum examination 


(d) X-Ray examination 


(e) Medicines 


(f) Special diet 


(g) Tonics 


(h) Medicine collection 
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Table 48A 
Distrbution of cost incurred by rural CS at different he 


rol =f pal | x fl = 
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alth facilities.(Raichur District) 


No. of actions 
Type of Health facility 


A. By No.of actions and typ 
|. Single action at: 
(a) PMP 
(b) PHC 
(c) GH 
(d) NGH 


(e) Sanatorium 


2. Multiple action at: 


GHF's of same level : 


(a) PMP 


3. Multiple actions at both 
levels : 
(a) GHF's only 
(b) GHF's and SHF's 
(c) Others 
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1609 
NC 

> 
0 NC 
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5 {41.7} 4 {33.3} 1 8.3 1300 


B. By type of HF 
(a) Govt. 
(b) Private 
(c) Govt. & Private 


12.1} 19 


ti 


28.8 
16.7 


range of Rs.600-999. The lower part of Table 48A shows that the average 
cost was Rs.1,025 for private health facilities and Rs.1,300 for consulting 
both types of facilities. While the distribution of cost was normal for those 
consulting both types of faclities with mode in the cost range of Rs.600- 
999, it appears to be bi-modal for those using only private facilities with 
modes in the cost ranges of Rs.200-599 and Rs.1,000-2,999. 


3.20.6 Cost incurred by urban CS at Health facilities : Unlike for rural CS, the 
average cost incurred by urban CS for multiple actions for consulting PMP 
at primary level was almost the same as that for single actions, the 
average cost being Rs.1,346 and Rs.1,427 respectively (Table 49A). 
Average cost for single action to consult GH was not different (Rs.1,338). 
These costs were only half of the average cost for multiple consultations 
to both primary and secondary GHFs (Rs.2,619). The average cost for 
multiple actions for consulting both GHFs and SHFs (mainly sanatorium) 
was Rs.3,214 (the highest of the averages shown in Table 48A and 49A), 
which, however was based on only 7 CS. The corresponding four cost 
distributions (excluding that for GHFs and SHFs) were bi-modal with 
modes in the cost range of Rs.200-599 and Rs.1,000-2,999, except that 
for multiple contacts with GHFs only which had the second mode in cost 
range of Rs.3,000+. The lower part of Table 49A shows that cost 
distribution for all the three types of facilities were bi-modal with peaks in 
the cost range of Rs.200-599 and Rs.1,000-2,999. While average cost 
was the same for government facilities (Rs.1,222) and private facilities 
(Rs.1,384) it was doubled for their combined use. The higher figure for the 
last group (Rs.2,665) was the second highest of the averages shown in 
Tables 48A and 49A and was more than double of the corresponding 


average for rural CS. 


3.20.7 Influence of Sex : Table 50A shows that the distribution of cost by sex is 
biomodal except for rural female CS for whom it was unimodal with mode 
in cost range of Rs.200-599. For the other three distributions, the modes 
were at cost range of Rs.200-599 and Rs.1,000-2,999. While the average 
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Table 49A: 
Distrbution of cost incurred by Urban CS at different health facilities.(Raichur District) 


Cost Range (Rs) 


No. of actions 001-199 | 200-599 | 600-999 |1000-2999] 3000+ | Mean Cost 
Type of Health facility (Rs) 
Per pepe hl l= 
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(e) Sanatorium 


2. Multiple action at: 


GHF's of same level : 


(a) PMP 


oa 
mH 


3. Multiple actions at both 


levels : 
(a) GHF's only 

(b) GHF's and SHF's 
(c) Others 


N 
N 


Total 


2 
N 
BE 


Table 50A: 
Distrbution of total cost for different Population Groups. (Raichur District 


Cost Range (Rs) 
001-199 | 200-599 | 600-999 |1000-2999} 3000+ | Mean Cost 
(Rs) 
pel pol pol = fo] = fo] = 


iK: Sex: 
(a) Females 
(b) Males 


No. of actions 
Type of Health facility 


Zvi: Sex. 
(a) Females 
(b) Males 


3.R: Agegroup: 
(a) 15-34 
(b) 35-54 

(c) 55+ 


4.U: Agegroup: 
(a) 15-34 
(b) 35-54 

(c) 55+ 


5.R: Type of Family: 
(a) Nuclear 
(b) Joint 


6.U: Typeof Family: 
(a) Nuclear 
(b) Joint 


7. R: No.of earning membefs : 
(a) | 
(b) 2 

(c) 3+ 


8. U : No.of earning membefs : 


9.R: Highest Education 
Status in HH: 
(a) Illiterate 
(b) Below SSC 
(c) SSC 


10. U: Highest Education 
Status in HH : 
(a) Illiterate 
(b) Below SSC 
(c) SSC 


11. R: Occupation : 
(a) Unemployed & 
Students 
(b) Housewives 
(c) Employed 


12. U: Occupation : 
(a) Unemployed & 
Students 
(b) Housewives 
(c) Employed 


13. R: Duration of 
Cough (weeks) 
(a) 3 - 13 
(b) 14 - 26 
(c) 27 - 52 
(d) 53 + 


14. U: Duration of 
Cough (weeks) 
(a) 3 - 13 
(b) 14 - 26 
(c) 27 - 52 
(d) 53 + 


15. R: Family size : 
(a) 1 - 6 
(b) 7 + 


16. U : Family size : 
(a) 1-6 
(b) 7 + 


17.R: Religion & Caste : 
(a) SC/ST 

(b) BC 

(c) Other Hindus 


18. U : Religion & Caste : 
(a) SC/ST 
(b)BC 

(c) Other Hindus 


cost was the same for rural males and females (Rs.1,097 and Rs.960/- 
respectively), it was higher for males (Rs.1,947) compared to females 
(Rs.1,633) among urban CS. Those spending Rs.1,000 or more was 
lowest for rural females (22.8%) compared to rural males and urban 


males and females 45.7% to 54.2%). 


3.20.8 Influence of Age : Among urban CS, average cost steadily decreased 
with increase in age from Rs.2,335 to Rs.1,325. Even this lowest cost 
for urban CS was higher than that for rural CS of age 35-54 which itself 
was higher than average cost for the other two age groups of rural CS 
(Rs.994 and Rs.933) (Table 50A). Rural CS of all the three age groups 
had unimodal distributions, those for 15-34 and 55+ age groups with mode 
in cost range of Rs.1,000 — 2,999 and that for 35-54 age group in cost of 
Rs.200-599. Urban CS had bimodal distributions for all age groups, with 
the first mode in cost range of Rs.200-599. The second mode was in cost 
range of Rs.1,000-2,999 for 35-54 and 55+ age groups and in cost range 
of Rs.3,000+ for 15-34. Among urban CS, the proportion spending 
Rs.1,000 or more steadily decreased with increase in age from 64.7% 
for 15-34 to 51.3% for 35-54 and to 44.2% for 55+. But there was no 
such trend among rural CS, this proportion being highest (41.7%) for 
age 15-34 and about equal (33.3% and 35.6%) for the other two age 
groups. 


3.20.9 Influence of type of Family : Average cost was higher for urban CS of 
nuclear families compared to that of CS in joint families, but not so for 
rural CS (Table 50A). The distributions were bimodal for all with modes at 
Rs.200-599 and Rs.1,000-Rs.2,999. Among urban CS, the proportion 
spending Rs.1,000 or more was higher in nuclear families compared to 
joint families but not so among rural CS. The relevant figures were : 
36.4% and 35.2% respectively among rural CS and 61.5% and 41.3% 


respectively among urban CS. 
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3.20.10 


3.20.11 


Influence of number of earning members in the family : Surprisingly, 
the average cost for urban CS decreased steadily with increase in 
the number of earning members from Rs.2,192 to Rs.1,551 (Table 
S0A). But rural CS showed the opposite trend, the average cost having 
increased from Rs.749 to Rs.1,169, but the differences were smaller. 
Rural CS in families with one earning member had the lowest average 
cost among the six groups under this item in Table 50A. All the 
distributions were bimodal except for rural CS in families with one and 3+ 
earning members which had unimodal distributions with the mode at the 
combined cost range of Rs.200-999 for the former and Rs.600-2,999 for 
the latter. All the other four distributions had modes in cost range of 
Rs.200-599 and Rs.1,000-2,999. The proportion spending Rs.1,000 or 
more was higher for urban CS in families with one earning member 
(58.4%) compared to that in the other two groups (47.6% and 
48.8%). Among rural CS, this percentage was lowest in families with one 
earning member (22.2%) compared to the other two groups (45.8% and 
35.9%). 


Influence of Highest Education status in HH : Among rural CS, the 
average cost was lowest in families with only iliterates (Rs.948) 
followed by CS in families with highest education status of SSC+ 
(Rs.1,006) and by CS in families with the highest education status of 
below SSC (Rs.1,127), (Table 50A). Among urban CS, average cost 
increased steadily with increase in educational level from Rs.1,395 to 
Rs.1,966. The cost for each group was higher among urban CS 
compared to rural CS. Out of six groups four (viz: illiterates and below 
SSC groups among rural CS and below SSC and SSC+ groups among 
urban CS) had bimodal distributions. While the second mode was in cost 
range of Rs.1,000 — 2,999 for all, the first mode was in cost range of Rs.1- 
199 for below SSC group among rural CS, and in cost range of Rs.200- 
599 for the other three groups. Among the two unimodal distributions, 


SSC+ group among rural CS had mode in cost range of Rs.600-999 and 
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3.20.13 


the illiterates group among urban CS had mode in cost range of Rs.200- 


599. The percentage of urban CS spending Rs.1,000 or more showed 


an increasing trend with increase in education. Relevant figures were 
35.0% for CS in families with only illiterates, 53.5% for CS in families with 
highest education status of below SSC and 60.0% for CS in families with 
highest education status of SSC+. There was no such trend among 
rural CS for whom this proportion was higher in the below SSC group 


(43.8%) compared to the other two groups (30.8% and 29.6%). 


Influence of Occupation : Among rural CS, average cost was highest for 
housewives (Rs.1,336) followed by employed (Rs.1 083) and unemployed 
and students of age 15 or more (Rs.798) (Table 50A). Among urban CS, 
average cost was higher for employed (Rs.2,033) compared to the other 
two groups (Rs.1,509 and Rs.1,593). Among the six groups, average cost 
was least (Rs.798) for unemployed and students among rural CS and 
highest (Rs.2,033) among employed urban CS, the latter being 2.6 times 
the former. All distributions of cost were bimodal except that for 
unemployed and students and employed among rural CS which had 
unimodal distributions with the mode in the combined cost range of 
Rs.200-999 for the former and Rs.1,000-2,999 for the latter. Out of the 
other four, all had the second mode in cost range of Rs.1,000-2,999. The 
first mode was in cost range of Rs.200-599 for housewives among rural 
and urban CS and among employed urban CS and in the combined cost 
range of Rs.1-599 for unemployed and students among urban CS. 
Proportion who had spent Rs.1,000 or more among rural CS was 
least (24.0%) for unemployed and students and highest (42.9%) for 
employed, with housewives in between (35.7%). Among urban CS the 


proportion was the same for all the three groups (50.0% to 53.0%). 


Influence of duration of cough : As could be expected, average cost 
increased with increase in duration of cough among both rural and 
urban CS except for a slight drop for 14-26 weeks among urban CS. 


(Table 50A). Average cost was much higher among urban CS 
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compared to rural CS for all the four durations of cough. Out of eight 
distributions of cost six were bimodal, all with the second mode in the cost 
range of Rs.1,000-2,999. Five had the first mode in cost range of Rs.200- 
999 and the other in cost range of Rs.1-199. While rural CS with duration 
of 27-52 weeks had the mode in cost range of Rs.600-999, urban CS with 
duration of 14-26 weeks had the mode in cost range of Rs.200-599. 
Proportion who had spent Rs.1,000 or more was higher among urban CS 
compared to rural CS for all durations except 14-26 weeks. This 
proportion steadily increased with increase in duration among rural CS 
from 16.7% for 3 -13 weeks to 29.4% for 14-26 weeks, to 33.3% for 27-52 
weeks and to 48.4% for 53+ weeks. Among urban CS, this proportion was 
highest for 27-52 weeks (73.3%) followed by 53 weeks or more (58.7%), 
3-13 weeks (35.7%) and 14-26 weeks (15.4%). This last proportion was 
one of the least among all the population groups shown in Table 50A, 


others being 


for duration 3-13 weeks among rural CS (16.7%), rural CS in families with 


one earning member (22.2%) and female rural CS (22.8%). 


Influence of family size : While average cost was somewhat less for 
rural CS in families of size 1-6 (Rs.928) compared to those in families of 
size 7+ (Rs.1,146), it was the opposite for urban CS, with families of size 
7+ having less cost (Rs.1,560) compared to those in families of size 1-6 
(Rs.1,987). Three out of four distributions were bimodal with the first mode 
in cost range of Rs.200-599 and the second mode in cost range of 
Rs.1,000-2,999. The other viz., rural CS in families of size 7+ had a 
unimodal distribution with mode in the combined cost range of Rs.600- 
2,999. Proportion incurring Rs.1,000 or more among rural CS of family 
sizes 1-6 and 7+ did not differ (35.0% and 36.6%). Among urban CS, this 
proportion was 48.2% for those in families of size 1-6 and 55.9% for those 


in larger families. 
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320.15 Influence of Religion and Caste : Among rural CS, average cost was 


somewhat less for SC/ST (Rs.956) compared to that for BCs (Rs.1,168) 
and Other Hindus (Rs.1,146). The highest cost was observed for other 
Hindus among urban CS (Rs.3,333) which was much higher than 
those for SC/ST (Rs.1,632) and BCs (Rs.1,545). This was also the 
highest cost among all the groups shown in Table 50A. The 
distribution of cost was unimodal for rural SC/ST (with mode in the 
combined cost range of Rs.600-2,999 and for urban Other Hindus (with 
50% of frequencies in the two cost ranges of Rs.1,000-2,999 and 
Rs.3,000+. Proportion of CS spending Rs.1,000 or more was highest 
for Other Hindus among rural and urban CS and least for SC/ST, with 
BCs in between. Further, this proportion for each group was more 


among urban CS compared to rural CS. 
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4.1 


CHAPTER 4 


DISTRICTWISE COMPARISON 


Prevalence of Sickness 


4.1.1. 


Prevalence of Other Symptoms : Prevalence rate for other symptoms 
(OS) was 15.2% in Mysore district* and 18.0% in Raichur district* (Table 
51, Cols 4 & 5). This rate did not differ much between the two districts 
for any of the groups formed according to sex, age, type of family, 
family size and education status. 


Prevalence of cough : Table 51 (Cols 6 & 7) show that there was hardly 
any difference between the two districts for prevalence rate for 
cough (CO) in any of the groups formed according to sex, age, type 
of family, family size and education status. Prevalence rate was 6.4% 


in Mysore and 5.1% in Raichur. 


Prevalence of CS : As in the case of OS and CO, prevalence rate for 
CS also did not differ much between the two districts for any of the 
groups formed according to sex, age, type of family, family size and 
education status (Table 51, Cols 8 & 9). Prevalence rate was 1.4% in 


Mysore and 1.1% in Raichur. 


Prevalence of self-suspected TB : Prevalence of self-suspected TB 
was 0.22% in Mysore and 0.13% in Raichur (Table 52). There was not 
much difference between the two districts for prevalence rates by sex and 


age. 


* hereinafter, Mysore and Raichur are used for the two districts and not for 


towns by the same names. 
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Table - 51 


Prevalence Rate (PR) for cough (CO) other symptoms (OS) and 
chest symptomatics (CS) in different population groups 


Population Population (all ages) 
Groups | Mysore | Raichur_| 
2 le ae oe RECS. 


Nuclear 
Joint 
Extended 


5 Family size: 
1-3 
4-6 
7-9 
10+ 


6 Educational status: 
Illiterate 

Below SSC 
SSC+ 


Table 52 


Prevalence rate (%) of self suspected and reportedly 
diagnosed TB cases by age sex groups in Mysore and Raichur Districts 


District | Female | Male | 15-34 | 35-54 | 55+ __| (15+ years) 


Self suspected TB 


Reportedly diagnised TB 
Mysore 


Raichur 


Table - 53 


Duration of sickenss for persons with four main groups of symptoms 


Symptom group Duration of sickness (in days) 
District 15-21 22-28 


Cough -% - Mysore 
Raichur 


Fever - % - Mysore 
Raichur 


General - % - Mysore 
Problems - Raichur 


Diarrhoea - % - Mysore 
Raichur 


4.1.5 Prevalence of reportedly diagnosed TB: Some CS stated that they 
have been told by a HF that they were suffering from TB. Prevalence rate 
for such reportedly diagnosed TB was higher in Mysore (0.26%) compared 
to Raichur (0.09%) (Table 52). This was so for males and females and for 


each age group. 


4.2 Duration of Sickness 
42.1 Duration of Sickness due to four main groups of symptoms : A larger 
percentage of persons with cough had duration of less than 8 days in 
Raichur (68.2%) compared to Mysore (60.3%) (Table 53). Cough of long 
duration (29+ days) was more in Mysore (23.0%) compared to Raichur 
(18.1%). Diarrhoea group showed a similar pattern of higher frequency in 
Raichur for duration less than 8 days and higher frequency in Mysore for 
duration of 29+ days. For general problems, the pattern was different. The 
frequencies for the shortest and longest durations were both higher in 
Mysore compared to Raichur. This was compensated by a lower 
percentage for a duration of 22-28 days in Mysore (0.8) compared to 
Raichur (13.8). There was no difference between the two districts in the 


frequencies for different durations of fever. 


4.3 Action taken by SPs 
4.3.1 Action taken for OS : Action taken for OS at primary level was more in 
Raichur (77.7%) compared to Mysore (69.1%) (Table 54). Whereas, PMP 
was contacted by a much higher proportion (61.5%) in Raichur compared 
to Mysore (36.5%) it was just the opposite for PHC (32.0% in Mysore and 
only 15.7% in Raichur). Consequently, while the contribution by PMP 
(62.5%) was much higher than by PHC (16.1%) in Raichur, 
contributions by PMP and PHC did not differ much in Mysore (Fig 1). 
There was not much difference in the use of secondary level HFs or both 
primary and secondary level HFs or no action or actions without medical 


consultation in the two districts. 
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Table - 54 


Action taken by persons suffering from cough and other 
symptoms during last six months in Mysore and Raichur Districts 


Health 
Facilities 
Visited 


1 No action 


2 Action without 
medical consultation 


3 Primary level 
(a) PMP 
(b) PHC 


4 Secondary level 
(a) GH 
(b) NGH 


5 Primary and 
Secondary level 


6 Total contribution (alone 
or in combination) by 
(a) PMP 
(b) PHC 
(c) GH 
(d) NGH 


Suffering from 


Mysore 


Percentage 


Fig 1: Action taken by sick persons in Mysore and Raichur Districts 


O Raichur 
80 


Cough > 3 weeks 


3 
Ss 
5 
3 


No action 
No Consult. 
Pri. Level 
Sec. Level 
PMP 

PHC 

G 
NGH 


Actions at_ Contribution by 


4.4 


4.5 


4.3.2 Action taken for cough of shorter duration : There was hardly any 


4.3.3 


difference in the use of primary level HFs in action taken for cough of 
shorter duration by the two districts (Table 54). However, in Raichur, PMP 
was consulted more often (56.9%) than PHC (21.5%). Overall 
contribution by PMP was much higher in Raichur (57.9%) compared 
to Mysore (35.8%). That by PHC was just the opposite (39.8% in Mysore 
and 22.1% in Raichur). Consulting secondary level HFs or both primary 
and secondary level HFs or no action or action without medical 


consultation did not differ much between the two districts. 


Action taken for cough of longer duration : Persons with cough for 
more than three weeks, showed the same pattern as OS, but the extent of 
difference between the two districts was smaller for the use of PMP and 
PHC as well as in the contribution by PMP and PHC (Table 54). 
Percentages for use of secondary level or no action or actions without 
medical consultation did not differ much between the two districts. But, 
unlike for the other two symptoms, the combined use of primary and 
secondary level HFs was more in Mysore (31.4%) compared to Raichur 
(23.6%) 


Duration of Cough 


4.4.1 


Duration of cough among CS : Duration of cough for 14-26 weeks was 
much more frequent in Mysore (30.3%) compared to Raichur (19.4%) 
(Table 55). On the other hand, those with duration of 53+ weeks were less 
in Mysore (30.5%) than in Raichur (44.2%). (See Fig.2 also) 


Number of actions taken and factors influencing it 


4.5.1 


Number of actions taken by CS: One action was more frequent in 
Raichur (38.4%) than in Mysore (29.2%) (Table 56). On the other hand, 
three or more actions were more common in Mysore (26.9%) compared to 
Raichur (19.2%). (See Fig.3 also) 
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Table-55 


Duration of cough among CS in Mysore and 
Raichur Districts 


Duration in weeks 


pews [3 weeks ean — 
pistrict _ [3-13 537 
a ee ee 


Table-56 
Distribution of CS by No. of actions taken in Mysore 


and Raichur districts 


‘S of == 
District 


Fig 2 : Duration of Cough among CS in Mysore and Raichur District 
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Fig 3 : No.of Actions taken By CS in Mysore and Raichur Districts 
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4.5.2 Factors influencing number of actions 


- Influence of a number of 


factors were studied. These gave a mixed picture. To understand the 


situation better, these have been arranged into groups and presented in 


the following paragraphs. 


(a) 


(b) 


Not taking action : In Mysore, percentage not taking action 
increased steadily with age from 10.1 to 23.8 (Fig.4). In 
Raichur, this percentage showed decreasing trends with 
increase in (i) family size (from 18.3 to 5.0) and (ii) the highest 
education level in HH (from 17.7 to 4.8). In Mysore, this 
percentage for SSC+ (8.5) was less than that for below SSC 
(18.0) and illiterates (20.5), showing a decreasing trend with 
education. In both districts, it was less among females 
compared to males (13.3 and 18.2 respectively in Mysore and 5.0 
and 15.9 respectively in Raichur). It was highest for SC/ST (21.3) 
and lowest for Other Hindus (8.8) with BCs in between (15.0), in 
Mysore. The relative positions for these three groups were the 
same in Raichur (16.4 for SC/ST, 4.3 for Other Hindus and 11.0 for 
BCs. In Raichur, this percentage was more in nuclear families 
(17.5) compared to joint families (9.3) and less among housewives 
(7.2) compared to employed (12.9) and unemployed and students 
(12.0). In Mysore also, it was least among housewives (8.2). It was 
highest among unemployed and students (25.0) with employed in 
between (17.4). Duration of cough had no influence on those not 
taking any action. 


Taking three or more actions : In Mysore, percentage taking 
three or more actions decreased with age from 32.2 to 23.5 
(Fig.5). It decreased from 40.0 for family size 1-3 to 19.6 for family 
size 7-9 by increased to 34.3 for family size 10+. But, Raichur 
showed the opposite trend of increase from 10.8 for family size 


1-3 to 27.5 for family size 10+. Increasing trend was also 
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Fig 4: Influence of Age , Family Size , and Highest Education Level in HH 
on not taking Action by CS in Mysore & Raichur District 


Mysore Raichur 
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Fig 5 : Influence of Age and Family Size on 3 or more actions taken by CS in 
Mysore and Raichur districts 
Mysore Raichur 
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observed in both districts for duration of cough. The relevant 
figures were : from 2.9% for 3-13 weeks to 42.4% for 53+ weeks in 
Mysore and from 7.5% for 3-13 weeks to 32.1% for 53+ weeks in 
Raichur. This percentage was more among Raichur CS in HHs with 
highest education level of below SSC (26.2) compared to SSC+ 
(16.8) and illiterates (12.7). It was less in nuclear families (14.3) 
compared to joint families (20.0). It was least among Other Hindus 
(4.3) compared to SC/ST and BCs (both 22.7). The situation was 
different in Mysore with 16.0 for SC/ST, 29.5 for BCs and 52.8 for 
Other Hindus (who had least percentage of 4.3 only in Raichur). In 
Mysore, this percentage was less among unemployed and students 
(19.0) compared to employed (28.5) and housewives (30.4). In 
Raichur also, housewives had the highest percentage (30.8) 
followed by unemployed and students (18.5) and employed (16.0). 
Those taking three or more actions were not influenced by sex. 


4.6 Interval between onset of symptoms and each action 


4.6.1 


4.6.2 


Interval between onset of symptoms and first action : Percentages 
taking action within 1-7 and 8-15 days from onset of symptoms were more 
in Mysore (Table 57). Thus, within 15 days of onset, 75.8% had taken 
action in Mysore compared to 67.3% in Raichur. Though this difference 
became less for later intervals, the cumulative percentages were 
consistently higher in Mysore and indicates slightly earlier first actions 


by Mysore CS. (See Fig.6 also) 


Interval between onset of symptoms and second action : Table 57 
shows that the cumulative percentages for action taken after different 
intervals from onset of symptoms were consistently higher in 
Mysore for second action also. The differences were larger for intervals 
of 31-60 and 61-90 days. The relevant figures were : 52.7% and 63.4% 


respectively for Mysore and 41.5% and 53.3% respectively for Raichur. 


148 


Table-57 


Interval between onset of symptoms and 
different actions in Mysore and Raichur Districts 


Action 1-Per -Mysor 
-Raich 

Cum -Mysor 

-Raich 


Action 2-Per -Mysor 


Cum 


Action 3-Per 


Cum 


Percentage 


Fig 6 : Interval between onset of Symptoms and each action In 
Mysore & Raichur Districts 
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4.6.3 


Interval between onset of symptoms and third action : Cumulative 
percentages were again consistently higher in Mysore compared to 
Raichur for third action at different intervals (Table 57). The difference 
was highest for interval of 91-150 days; (50.6%) for Mysore and 40.5% for 
Raichur. 


47 Health facilities contacted 


4.7.1 


4.7.2 


4.7.3 


4.7.4 


Health facilities contacted for first action : CS consulting PMP for 
first action was much higher in Raichur (85.6%) compared to Mysore 
(52.6%) (Table 58). On the other hand, hardly anyone visited PHC in 
Raichur (1.2% only) compared to 24.9% in Mysore. But this latter 
percentage shows that PHCs were not popular in Mysore also. GH 
was utilised more often by Mysore CS (17.2%) as against 9.1% by 
Raichur CS. 


Health facilities contacted for second action : Table 58 shows that 
PMP was more popular for second action also in Raichur (76.7%) 
compared to Mysore (48.9%) and PHC was less popular. While 
popularity of PHC remained at the same level of 1.5% for second action 
also in Raichur, that in Mysore came down to as low as 10.8%. GH was 
more popular in Mysore for second action also (19.9%) compared to 
Raichur (12.0). 


Health facilities contacted for third action : For third action also the 
pattern was the same with PMP being more popular in Raichur and 
PHC in Mysore even though the popularity of the latter was as low as 
13.7% (Table 58). Differences in utilisation of GH narrowed down. 


Factors influencing contacts with HFs : 
(a) Single contacts with HFs : Among Raichur CS, percentage 
making single contacts with HFs increased steadily with age 


from 29.9 to 46.3 (Fig.7). This was because of the same trend for 
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Table - 58 


Distribution of CS by type of health facility contacted for 
each action in Mysore and Raichur Districts 


Health _ eeion-3 
Facility 


Yee (7) 


Fig 7 : Influence of Age and Highest Education Level in the HH on single 
contacts with HFS in Mysore and Raichur Districts 
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Fig 8: Influence of Age and Highest Educational Level in the HH 
on multiple contacts with same type of HF in Mysore & Raichur Dist. 
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(b) 


PMP (the most popular HF) from 29.9 to 39.3 and GH from 0.0 to 
6.7. It decreased steadily from 48.9 to 30.4 with increase in 
highest educational level in HH. !t was 41.2 among females and 
34.6 among males. Single contacts with all HFs together was less 
among housewives (28.6) compared to employed (44.7) and 
unemployed and students (46.7). Pattern was the same for 
contacts with PMP (27.2 for housewives which was smaller than 
38.8 and 39.6 for the other two occupation groups). This 
percentage was higher among SC/ST (44.2) compared to BCs 
(35.0) for all HFs. For PMP the corresponding percentages were 
39.5 and 31.8 respectively and showed the same pattern. The only 
difference observed among Mysore CS was in percentage 
contacting PMP being higher in families of size 1-6 (21.1) 
compared to families of size 7+ (14.7). Type of family had no such 


influence. 


Multiple contacts with HFs : Among Mysore CS, percentage 
having multiple contacts with PMP decreased steadily with 
increase in age from 20.6 to 3.50. Among Raichur CS, this 
percentage was higher in age group 15-34 (52.0) compared to 26.9 
in 35-54 and 40.6 in 55+ age group. Multiple contacts with PMP 
as well as other HFs were less for females (26.3%) compared to 
males (38.6%) among Raichur CS. Percentage of Mysore CS 
having multiple contacts with all HFs together was higher among 
SC/ST (25.0) compared to BCs (16.1). Pattern was the same for 
multiple contacts with PHC (15.5 for SC/ST and 5.6 for BCs). 
Highest education level in HH, occupation, type of family and family 
size did not have any such influence. Percentages making multiple 
contacts with the same type of HF (for all HFs together) in different 
groups of Mysore and Raichur CS according to age and education 
level are depicted in Fig.8. 


150 


(c) 


(d) 


Multiple contacts with GHFs and SHFs : Percentage having 
multiple contacts (combinations) with GHFs and SHFs was higher 
in age group 55+ (53.2) compared to 46.2 in 15-34 and 44.2 in 35- 
54, among Mysore CS. Among Raichur CS, it was highest in 35-54 
(30.2) and least in 15-34 (18.2) with 55+ in between (23.0). It was 
more among females (30.1) (Fig.9) and unemployed and students 
(20.8). Among Mysore CS, it was less for family size 1-6 (44.9) 
compared to family size 7+ (51.7). This percentage was less among 
SC/ST compared to BCs in both districts. The relevant figures were 
: 39.6% for SC/ST compared to 50.0% for BCs among Mysore CS 
and 19.5% for SC/ST compared to 33.3% for BCs among Raichur 
CS. The two districts had opposite patterns with regard to influence 
of highest education level in HH. While, among Raichur CS, SSC+ 
has lesser frequency for such contacts (18.8%) compared to 27.9% 
for illiterates and 26.5% for below SSC, illiterates among Mysore 
CS had less frequency (35.9%) compared to below SSC (48.7%) 
and SSC+ (48.4%). Type of family had no such influence. 


Contacts with GHFs only : Percentage of CS having contacts 
with GHFs only (either alone or in combination with others) 
increased with age from 68.7 to 89.0, among Mysore CS 
(Fig.10). Among Raichur CS, it increased steadily with increase 
in highest education level in HH from 76.0 to 87.1. It was higher 
among SSC+ (100.0) compared to illiterates (92.1) and below SSC 
(92.9). The two districts had opposite patterns with regard to 
influence of sex. While this percentage was less for females (76.8) 
compared to males (83.4) among Mysore CS, it was higher for 
females (100.0) compared to males (90.7) among Raichur CS. 
Employed Raichur CS had less frequency for such contacts (90.7) 
compared to housewives (100.0%) and unemployed and students 

(98.2%). Type of family, family size and religion and caste did not 


have any such influence. 
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Fig 9 : Influence of Sex and Highest Educational Level in the HH on Multiple 
contacts with combination of GHFS and SHFS in Mysore & Raichur Dist. 
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Fig 10 : Influence of Age, Sex and Highest Educational Level in the HH on 
contact with GHFs only in Mysore and Raichur Districts 
Mysore Raichur 
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Fig 11 : Influence of Age,Sex and Highest Educational level in the HH on 
contact with SHFs in Mysore and Raichur Districts. 
Mysore Raichur 
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(e) Contacts with SHFs: Percentage making contacts with SHFs 
(mostly along with GHFs) showed a decreasing trend with age 
from 31.3 to 6.5 among Mysore CS (Fig.11). A decreasing trend 
was observed among Raichur CS with increase in highest 
education level in HH from 24.0 to 12.9. It was less among 
SSC+ (0.0) compared to illiterates (7.9) and below SSC (7.1) 
among Mysore CS. It was higher for employed (9.3) compared to 
unemployed and students (1.8) and housewives (0.0) among 
Raichur CS. It was more for females (23.2) compared to males 
(13.3) among Mysore CS and less among females (0.0) compared 
to males (9.1) among Raichur CS and showed opposite patterns for 
the two districts. Type of family, family size and religion and caste 


did not have any such influence. 


4.8 Distance travelled for each action 


4.8.1 


4.8.2 


4.8.3 


Distance travelled for first action : Table 59 shows that 50.8% of CS in 
Raichur travelled less than 1 km to take first action compared to 
8.3% only in Mysore. Larger percentages of Mysore CS travelled both 1- 
© km and 6-10 kms (59.1% and 14.6% respectively) as against 36.0% and 
8.6% respectively by Raichur CS. Even then, 17.9% of Mysore CS had to 
travel more than 10 km compared to 4.4% by Raichur CS. 


Distance travelled for second action : Distance travelled for second 
action showed a similar pattern of difference between the two districts but 


the differences were higher for distances beyond 6 km (Fig.12). 


Distance travelled for third action : The same pattern of difference 
between the two districts for distance travelled for third action is shown in 
Table 59 and Fig.12. While consistently larger proportions of Mysore CS 
had travelled distances from 1 to 70 km compared to Raichur CS for both 


first and second action, this was not so for third action. 
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Table - 59 


Distribution of Cs by distance travelled for each 
action in Mysore and Raichur Districts 


Distance 
(Kms.) Mysore _| Raichur_| Mysore | Raichur_ 


Percentage 


Fig 12 : Distance Travelled by CS for each Action in Mysore and Raichur Districts 
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6 to 10 
11 to 15 
16 to 20 
21 to 40 
41 to 70 


Distance ( Km) 


4.9 


4.10 


Symptoms present at each action 


4.9.1 


4.9.2. 


4.9.2 


Symptoms present at first action : Proportion with cough alone at the 
time of first action was higher among Mysore CS (30.4%) compared to 
23.2% among Raichur CS (Table 60). Cough and one more symptom was 
more common among Raichur CS (42.4%) than among Mysore CS 
(37.1%). 


Symptoms present at second action : |n both districts, about 20% had 
only cough at the time of second action (Table 60). But cough and one 
more symptom and cough and two more symptoms were more common 
among Raichur CS (35.0% and 21.5% respectively) than Mysore CS 
(26.8% and 14.9% respectively). 


Symptoms present at third action : Table 60 shows that at the time of 
third action, the two districts differed with regard to percentages with 
cough alone, cough and one more symptom and cough and two more 
symptoms. While the first two symptoms had higher proportion among 


Raichur CS, the last symptom was more common among Mysore CS. 


Reason for choosing HF for each action 


4.10.1 Reason for choosing HF for first action : Advice of family and friends 


was more common among Mysore CS (35.5%) than among Raichur 
CS (16.6%) (Table 61). Those giving convenience as the reason were 
more common among Raichur CS (67.7% compared to 61.5% among 
Raichur CS). (See Fig.13 also) 


4.10.2 Reason for choosing HF for second action : Proportion giving advice of 


family and friends as the reason was more among Mysore CS for second 
action also but the difference became smaller due to increased proportion 
giving this reason among Raichur CS compared to first action (Table 61). 
Expectation of better service was much more among Raichur (53.0%) 


compared to that among Mysore CS (38.2%). Proportion stating 
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Table - 60 


Distribution of CS by symptoms present at each 
action in Mysore and Raichur Districts 


Symptoms 
oe | dG eS) ee 


1. Cough with blood in sputu 


2. Without blood in sputum: 


a) Cough alone 


b) Cough 1 more symptom 


c) Cough 2 more symptom 


d) Cough 3 more symptom 


e) Cough 4 more symptom 


Table - 61 


Distribution of CS by reason for choosing the health facility 
visited for each action in Mysore and Raichur Districts 


Action-3 
Reason 
(6) 


Referred by doctor 


Advised by family, friends 


Expectation of better service 


Convenience 
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Fig 13 : Reasons for Choice for each action by C.S. in 
Mysore & Raichur Districts 
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convenience was higher among Mysore CS for second action compared 
to Raichur CS. This proportion showed a steep decline from first to 


second action. (Fig.13). 


4.10.3 Reason for choosing HF for third action Table 61 and Fig.13 show that 
expectation of better service was much more among Raichur CS (44.2%) 
than among Mysore CS (26.2%), for choosing HF for third action. 
Percentage stating referred by doctor and convenience were more among 
Mysore CS. 


4.11 Diagnostic Examinations 
4.11.1 Sputum Examination : During a larger percentage of actions by Mysore 
CS sputum examination was ordered compared to Raichur CS (Table 62). 
While this was so at the time of each action, the difference was much 
more for second and third action. Percentage ordering sputum 
examination was higher for PMP in Mysore and for GH in Raichur. A 
higher proportion of those examined were told about the result in Raichur 
than in Mysore. While sputum positives out of those examined were more 


in Raichur, positives out of results told were somewhat more in Mysore. 


4.11.2 X-ray Examination : Percentage of actions by CS for which X-ray 
examination was ordered was somewhat higher in Mysore (Table 62). 
While there was no such difference for action 1, the difference was more 
for action 2 than for action 3. Raichur was better with regard to informing 
results of x-ray examination. Positivity rates did not differ between the two 


districts. 


4.12 TBcases diagnosed 
4.12.1TB Cases among CS : In all, 60 CS have been told that they were 
suffering from TB, 35 among Mysore CS and 25 among Raichur CS. This 
gives a case yield (i.e. TB cases as percentage of CS taking action) of 
17.3 in Mysore and 15.2 in Raichur. The slightly higher case yield in 


154 


Table - 62 


Details of sputum and X-Ray examination of CS 
in Mysore and Raichur Districts 


Examination during / b 


1. % ordered of CS: 


During: 


Action 1 
Action 2 
Action 3 
By: 

PMP 

PHC 

GH 
NGH 
DTC 
Sanatorium 


Result told of examined 


“$s 


3. % Positive of examined 


4. % positive of result told 


Mysore was due to the female CS in Mysore having a higher case yield 


(20.8) compared to Raichur (11.8). There was no such difference in case 


yield among male CS in the two districts. 


4.12.2 How and when diagnosed as TB : Out of the 35 TB cases in Mysore 
37.2% were diagnosed during first action and 51.4% during second 
action. In Raichur a larger proportion (60.0%) was diagnosed during 
first action and only 16.0% during second action. In Mysore 31.4% 
were diagnosed within 15 days from onset of symptoms, 22.7% within 16- 
30 days 20.2% within 30-60 days and 8.6% within 61-90 days. Only 2.9% 
were diagnosed after an interval of 361 days. The situation was quite 
different in Raichur. Eventhough 40.0% (higher than in Mysore) were 
diagnosed within 15 days, 24% were diagnosed only after an interval of 
361+ days. Only 8.0% were diagnosed within 16-30 days and 4.0% within 
31-60 days (compared to 22.7% and 20.2% respectively in Mysore). In 
Mysore, 54.3% were diagnosed by PMP and 31.4% by sanatorium. 
While PMP diagnosed 68% of cases in Raichur, GH diagnosed 16% 


and NGH and sanatorium 8% each. 


4.13 Cost 
4.13.1 Direct, indirect and total costs : Percentage distribution of total cost did 
not differ much between the two districts except that frequency in cost 
range of Rs.200-599 was more among Raichur CS (29.4%) compared to 
20.4% among Mysore CS (Table 63). This was mainly due to a higher 
proportion of Raichur CS incurring direct cost of Rs.200-599 (33.5%) as 
against 23.0% by Mysore CS. A somewhat higher proportion of Mysore 
CS (11.9%) had incurred direct cost of Rs.100-199 compared to Raichur 
CS (6.7%). Distribution of indirect cost also showed two differences 
between the two districts viz., (1) proportion not incurring any indirect cost 
was higher among Raichur CS (68.9%) compared to 55.4% among 
Mysore CS and (2) proportion incurring indirect cost at Rs.1-99 was less 


among Raichur CS (4.4%) compared to 11.1% among Mysore CS. 
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TABLE-63 


Distribution of CS by direct, indirect and total cost 
incurred in Mysore and Raichur Districts 


Cost Range Indirect Cost 
(Rs.) 
Nil 
001-099 
100-199 
200-599 
600-999 


1000-1999 


2000-3999 


4000+ 


4.13.2 Factors influencing total cost : Average cost incurred by Raichur CS 


was higher among males (Rs.1,000) compared to females (Rs.600). It 
decreased steadily with age from Rs.1,500 to Rs.600 among Mysore 
CS. Percentage of Mysore CS spending Rs.1-199 increased with age from 
9.4 to 23.3. Average cost among Mysore CS was less in joint families 
(Rs.600) compared to nuclear families (Rs.1,000). Percentages 
spending Rs.200-599 decreased with increase in number of earning 
members in HH from 26.0 to 16.9 among Mysore CS and from 34.6 to 
26.7 among Raichur CS. Percentage spending Rs.3,000+ decreased 
among Mysore CS from 20.6 to 12.8 with increase in earning 
members. Among Mysore CS, with increase in higher education level in 
HH, percentage spending Rs.200-599 increased from 13.9 to 26.7 and 
those spending Rs.600-999 decreased from 27.1 to 12.0. Percentage 
spending Rs.1-199 was more among unemployed and students (40.6) 
compared to employed (20.7) with housewives in between (14.2). Among 
Raichur CS, percentage spending Rs.1-199 was higher for unemployed 
and students (19.3) compared to employed (7.4) and housewives (6.3). 
Among Mysore CS, average cost was lower for unemployed and students 
(Rs.600) compared to housewives (Rs.900) and employed (Rs.1,000). 
Percentage spending Rs.1-199 and Rs.200-599 steadily decreased 
with increase in duration of cough from 43.7 to 5.8 for the former and 
from 28.3 to 10.6 for the latter. On the other hand, those spending 
Rs.1,000-2,999 and Rs.3,000+ showed an increasing trend with 
increase in duration from 4.1% to 42.7% for the former and from 4.1% 
to 29.0% for the latter. Among Raichur CS, also, those spending 
Rs.200-599 and Rs.1,000-2,999 showed opposite trends, as for Mysore 
CS, the corresponding figures being : decrease from 57.4% to 11.6% for 
the former and increase from 18.1% to 39.3% for the latter, except for a 
drop from 39.3% for 27-52 weeks to 36.9% for 53+ weeks. Average cost 
for different durations of cough among Mysore CS increased steadily from 
Rs.300 to Rs.2,000. While percentage spending Rs.200-599 was lower for 
family size 1-6 (17.2) compared to 26.3 for family size 7+, those spending 
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Rs.600-699 was more (20.7%) in family size 1-6 as against 9.8% for 
family size 7+. Percentage spending Rs.1-199 was highest for SC/ST 
(21.0) and lowest for Other Hindus (10.3) with BCs in between (16.1). 
Those spending Rs.200-599 was less among Other Hindus (6.7%) 
compared to SC/ST (22.3%) and BCs (20.9%), those spending Rs.600- 
999 was highest for Other Hindus (31.3%) followed by BCs (18.5%) and 
SC/ST (9.7%) and those spending Rs.1,000-2,999 were more for Other 
Hindus (41.7%) compared to SC/ST (30.2%) and BCs (29.0%). Such 
differences were observed among Raichur CS also. Those spending 
Rs.1-199 were highest for SC/ST (15.1%) followed by BCs (8.0%) and 
Other Hindus (0.0%), those spending Rs.600-999 were also highest for 
SC/ST (25.0%) followed by BCs (17.5%) and Other Hindus (10.8%), those 
spending Rs.1,000-2,999 were more for Other Hindus (52.7%) compared 
to SC/ST (27.5%) and BCs (28.6%) and those spending Rs.3,000+ were 
less for SC/ST (5.5%) compared to BCs (12.7%) and Other Hindus 
(15.0%). Average cost among Raichur CS was more for Other Hindus 
(Rs.1,500) compared to BCs (Rs.800) and SC/ST (Rs.700). 


4.13.3 Cost under different cost heads : Average values of direct, indirect and 
total cost as well as average cost for different cost heads under direct and 
indirect costs for each action and for all actions together are given in Table 
64. Average direct cost formed 75.8% of the total cost incurred by Mysore 
CS for all actions together (Fig.14). This proportion was still higher 
(83.4%) for Raichur CS. Such differences were observed for each action 
also. The major component of direct cost was cost of medicines which 
formed more than 70% of the direct cost for all actions together. This 
proportion did not differ much for different actions by Mysore and Raichur 
CS. While the second biggest component of direct cost was cost of 
consultation by Raichur CS, followed by travel cost, their positions were 
reversed for Mysore CS. Wage loss formed a higher proportion of indirect 
cost than cost of substitution of labour for all actions together by Mysore 


and Raichur CS, former being about 1.5 times higher than the latter. 
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Table 64 


Mean cost under different cost heads for each action by CS in 
Mysore and Raichur Districts 


Cost (in Rs.) for action 
Over heads Allocations 


{| | Mysore | Raichur_ [Mysore | Raichur | Mysore | Raichur | Mysore | Raichur_ 


1. Direct Cost 


a) Travel 

b) Consultation 

c) Sputum 
Exam 

d) X-ray Exam 

e) Medicine 

f) Special Diet 

g) Tonics 

h) Medicine 
Collection 

i) Check-up 

Exam 


0 


0 NC 
257 | 1,062, 


NC 0 
| 540 
61 49 63 42 79 55 89 68 
32 32 33 52 18 56 42 
4 1 NC 1 3 14 4 
6 


41 
11 
i I Ia a 


[Sub-total 
3. Total Cost 721 759 950 584| 1,298 605| 1,659| 1,273 
No. of CS 201 169 131 92 65 38 


2. Indirect 
Cost 


a) Wage Loss 

b) Substitute 
Cost 

c) Other costs 


Fig 14 : Cost Incurred under different Cost heads by CS in 
Mysore & Raichur District 
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Chapter 5 
KARNATAKA & 
RURAL-URBAN 
COMPARISON 


5.1 


CHAPTER 5 
KARNATAKA AND RURAL-URBAN COMPARISON 


Prevalence of Sickness 


5.71 


Prevalence of Other Symptoms : Prevalence of symptoms other than 
cough (OS) in Karnataka for different population groups is shown in Table 
65. Prevalence rate for OS was 16.6% in Karnataka (17.4% rural and 
14.9% urban). It was slightly higher among females (18.8%) compared to 
males (14.5%). It increased steadily with age from 12.1% to 25.8%. 
The trend for males and females is shown in Fig.15. The rate was highest 
in nuclear families (19.7%) and least in extended families (12.5%) with 
joint families in between (14.7%). With increase in family size, a 
decreasing trend was shown (from 17.4% to 8.3%) except for a higher 
rate in families with 7-9 members. This exception was due to higher rate in 
rural areas. The decline was faster in rural areas. This rate appears to 
show a declining trend with increase in education level but there was 
hardly any difference between those below SSC and SSC+, which had 
less prevalence than illiterates. Rural-urban differences between all the 


other population groups were either small or negligible. 


Prevalence of Cough : Prevalence rate for cough of any duration in all 
ages (CO) was 5.8% (Col. 9, Table 65). This was about one-third of the 
rate for OS. It was 5.4% among females and 6.1% among males. This 
rate also appears to have an increasing trend with age from the age of 15- 
34 and above, with age group of 55+ having a rate of 12.1%. The trend 
differed for males and females (Fig.15). As in the case of OS, this rate 
was also highest among nuclear families (6.2%) and least among 
extended families (4.2%). Again, the decreasing trend with increase in 
family size was observed, though differences were small (from 7.6% to 
4.0%). With increase in education, this rate declined from 6.8% among 
illiterates to 3.4% among SSC+. Rural-urban differences were either small 


or negligible. 
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Fig 15 : Prevalence rate of OS, CO & CS By age and Sex in Karnataka 
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5.1.3 


Prevalence of Chest Symptomatics : Prevalence rate for CS in 
f Table 65. This rate was 1.4% in 
It was 0.9% 


Karnataka are shown in Cols. 10-12 0 
rural areas, 1.0% in urban areas and 1.2% in Karnataka. 
among females and 1.6% among males. An increasing trend with age was 
observed (from 0.6% in 15-34 to 5.5% in 55+). This rate also was least in 
extended families (0.5%), but, unlike for OS and CO, it was highest in joint 
families (1.6%). As in the case of OS, a decreasing trend (with exemption 
for family size 7-9) was indicated (from 1.7% to 0.8%). Prevalence rate 
was least for education level below SSC (1.1%) compared to 1.6% for 
illiterate and 1.7% for SSC+. As for OS and CO, rural-urban differences 


between all other population groups were either small or negligible. 


Prevalence of self-suspected TB : |n all 47 CS stated that they had 
suspected that they were suffering from TB (24 rural and 23 urban). 
Prevalence rate for self-suspected TB are shown in Table 66 and Fig.16. 
This rate did not differ between rural and urban areas (0.18% and 0.17% 
respectively). While the rates for males and females did not differ in rural 
areas, it was 0.10 for females and 0.24% among males in urban areas. 


This rate increased with age in rural and urban areas. 


Prevalence of reportedly diagnosed TB : Some CS stated that they 
have been told by HF contacted that they were suffering from TB. Overall 
prevalence rate for such reportedly diagnosed TB in Karnataka was 
0.21%. This rate was 0.24%. among males and 0.18% among females 
(Table 66). Prevalence rate increased steadily with age from 0.15% in 15- 
34 to 0.26% in 35-54 and to 0.32% in 55+ age group. This trend was 
observed among males and females (not shown in Table). The relevant 
figures were : 0.16%, 0.19% and 0.24% respectively among females and 
0.14%, 3.3% and 4.1% respectively among males. Prevalence rate was 
0.25% in urban areas and 0.19% in rural areas. This rural-urban difference 
was, however, not observed in 55+ age group. Among males, prevalence 
rate was smaller in rural areas. All the differences were quire small. 
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Table - 66 


Prevalence rates for self suspected and reportedly 
diagnosed TB cases for age and 
sex groups in Rural and Urban areas (Karnataka) 


Self suspected TB 


Rural 


Fig 16 Prevalence rate (%) by age of self suspected and diagnosed TB cases 
in Karnataka 


@ Self Suspected 
0 Diagnosed 


Percentage 


Age 


Fig 17 : Duration of Cough among CS in Rural and Urban Karnataka 
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5.3 


Duration of sickness 


5.2.1 Duration of sickness among for main groups of sickness : Among 


those with fever, more than 80% had symptoms for less than 8 days 
(Table 67). The frequencies did not differ between the other durations. 
About 3% only had fever for 29+ days and may include some TB cases. 
The other three distributions were U-shaped. Among these, the two peaks 
were comparatively more balanced for the Diarrhoea group with 53.4% 
having duration less than 8 days and 31.7% of 29+ days. Among those 
with general problems (aches, pains etc), 28.5% had symptoms for less 
than 8 days but more of them (54.6%) had it for 29+ days indicating that 
chronic diseases were more in this group. About 65% of the cough group 
had symptoms for less than 8 days and only 20% for 29+ days. Only 1.4% 
had cough for 22-28 days. If this group does not include TB cases, it 
opens up the question whether the definition of CS should be based on 
cough for more than three weeks or cough for four weeks or more. There 
was hardly any difference between rural and urban areas with regard to 


duration of cough. 


Action taken by sick persons 


5.3.1 Action taken for other symptoms : Among SPs with other symptoms, 


3.9% did not take any action and 3.0% took action without consulting any 
health facility (Table 68, Col.6). Thus, 93% had consulted some HF. The 
vast majority (77.7%) had consulted HFs at primary level — 61.5% PMP 
and only 15.7% PHC. While 13.1% consulted secondary level HFs (11.7% 
GH and only 1.3% NGH), hardly anyone (0.7%) consulted both primary 
and secondary level HFs. The main contribution (62.5%) was from PMP 
(either alone or in combination with others) (Fig.18). Even in rural areas, 
the contribution of PHC was much less (22.7% only). While GH 
contributed 12.3%, NGH contributed only 1.6%. There was hardly any 
difference between rural and urban areas except that the latter made more 


direct use of GH since there was no government HF like PHC there. 
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Table - 67 


Duration of sickenss for persons with four main groups of symptoms (Karnataka) 


Symptom Group 
5) | (6) 


Cough: No 
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Fever No 
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Diarrhoea No 
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Fig 18: Action taken by OS and CO of short and long duration in 
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5.3.2 


5.3.3 


Action taken by cough of shorter duration : Those with cough for three 
weeks or less showed the same pattern as SPs with Other Symptoms 
(Table 68, Col.9-11). This could be expected because SPs may not 
differentiate between cough and other symptoms until cough persists. 


Action taken for Cough of longer duration : Surprisingly, percentage 
not taking action was higher (9.9%) among those with cough for more than 
three weeks and 2.1% took action without consulting a HF (Table 68, 
Col.16). Thus, the proportion consulting a HF was reduced to 88% 
compared to 93% for OS and 90% for cough for three weeks or less. The 
most striking change is the reduction in the use of primary level HF 
to 54.6% (from 77.7% for OS and 78.8% for cough of three weeks or 
less). This was mainly due to the increased use of both primary and 
secondary level HFs (23.6%), which was almost nil for the other two 
groups of SPs. Yet, the contribution of PMP was 67.0% which was 
much higher than that of PHC (16.0%), GH (16.1%) and NGH (5.4%). 
Rural-urban differences in action taken by SPs with cough for three weeks 


or more was small or negligible, except for secondary level. 


5.4 Duration of Cough 


5.4.1 


Duration of Cough among CS : Table 69 shows the duration of cough 
for rural and urban CS as well as for Karnataka CS. All three distributions 
were bimodal with the second and higher peak at 53+ weeks with 
percentages varying from 35.0% to 40.4%. For Karnataka and rural CS, 
the first peak was at 14-26 weeks with percentage of 26.0 and 29.1 
respectively. Among urban CS, the first peak was at 3-13 weeks (21 3%) 
(Fig. 17). CS with duration of 27-39 and 40-52 weeks together formed 
about 20% only for all the three distributions. Thus, CS consist of two 
distinct groups, one with small durations of 3-26 weeks and the other 
with long duration of 53+ weeks and the trough in between probably 
formed by tails of either of these two group distributions or of both 


overlapping each other. 
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Table - 69 


Duration of cough among CS in rural and urban areas (Karnataka) 


7 in ee 
i suet 28. | 40-52 
| % | No. | % 
in 


43| 16.9] 89] 35.0 
28] 15.3] 74| 40.4 


74] 29.1 
34) 18.6 


5.5 


Number of actions taken and factors influencing it 


5.5.1 


§.5.2 


Number of actions taken by CS : The only difference between the rural 
and urban CS in number of actions taken is that one action was more 
common among urban CS (38.8%) compared to rural CS (30.3%), this 
being compensated by a lower frequency for two actions by urban CS 
(24.0%) compared to 29.9% by rural CS (Table 70). Overall, one action 
had the highest frequency (32.8%) followed by two actions (28.1%) and by 
three actions (16.6%). Percentage taking no action did not differ between 
rural and urban CS. 


Factors influencing number of actions : |nfluence of a number of 
factors were studied. These gave a mixed picture. To understand the 
situation better, these have been arranged into groups which are 


presented in the following paragraphs : 


(a) Not taking action : Among rural and urban CS, percentage not 
taking any action increased steadily with age (overall 
percentage varying from 8.9 to 17.0) (Fig. 19). It was more (about 
double) among males, overall percentage being 17.7 among males 
and 9.8 among females. It was least among Other Hindus (overall 
6.3) and highest among rural SC/ST (22.8) and among urban BCs 
(18.8). This percentage decreased steadily with increase in 
duration of cough among rural CS (from 21.6 to 10.2) and with 
increase in family size among urban CS (from 30.0 to 10.5). 

(b) | Taking three or more actions: Percentage taking three or more 
actions increased steadily with increase in duration of cough 
(Fig.20) among rural and urban CS (overall percentage varying 
from 5.6 to 37.2). It was higher among housewives compared to 
unemployed and students and employed (overall percentage being 
29.8, 19.0 and 20.4 respectively). There was no difference between 
males and females. This percentage decreased steadily with age 


among tural CS (from 32.3 to 20.9). Among urban CS, it was higher 
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Table - 70 


Distribution of CS by No.of actions taken (Karnataka) 


No.of actions 


Percent of CS 


Rural 


* Excludes one case No. of actions not stated 


FIG 19 : Influence of Age , Family Size and Duration of Cough on no action in 
Rural and Urban Karnataka 


Rural Urban 


Percentage 


Fig 20 : Influence of Age, and duration of cough on 3 or more number of 
actions taken in Rural and Urban Karnataka. 


Rural Urban 


Percentage 


in nuclear families (25.0) compared to joint families (20.0) and 
lowest among SC/ST (17.4) and highest among Other Hindus 
(29.4) with BCs in between (23.2). Among rural CS also, this 
percentage was least among SC/ST (20.6) compared to about 30 
among BCs and Other Hindus. 


56 Interval between onset of symptoms and each action 


5.6.1 


Interval between onset of symptoms and first action : Among rural 
CS, the first action was taken within 1-7 days by 40.7% compared to 
34.8% by urban CS (Table 71). This difference was compensated by 
32.9% of urban CS taking action within 8-15 days as against 26.4% by 
rural CS (Fig.21). Thus, 67.1% of rural and 67.7% of urban CS had taken 
action within 15 days and 81.0% and 81.9% respectively within 30 days. 


~ With a small proportion of urban CS (3.9%) taking action within 31-60 


5.6.2. 


5.6.3 


days compared to 10.2% by rural CS, the proportion who had taken action 
within 60 days became less for urban CS (85.8%) compared to rural CS 
(91.2%). This level of difference was maintained upto 360 days. 


Interval between onset of symptoms and second action : The pattern 
was almost the same for rural and urban CS (Table 71 and Fig.21). 
Overall, 6.7% had taken second action within 15 days, 23.6% within 30 
days, 41.5% within 60 days, 53.5% within 90 days and 66.5% within 150 
days. Second action was taken by 28.6% of urban CS after 360 days 
compared to 15.1% by rural CS. Since the vast majority had taken first 
action within 15 days, this indicates that second action was taken after a 


fairly long interval after the first action, particularly by urban CS. 


Interval between onset of symptoms and third action : Table 71 and 
Fig.21 show that the proportion who had taken third action within intervals 
of 31-60, 61-90 and 91-150 days was higher among rural CS compared to 
urban CS. Those who had taken action within intervals of 151-210 days 


and 361+ days were more among urban CS, particularly the latter with 


163 


% UND 
von * 


% UND 
ae 


% UND 
%  - € UOHOV 


% WND 
% L - 


% UND 
% 1 - 


% WND 
% i - ¢ UOlVY 


% WIND 
re 


% UND 
% 1) - 


% UND 
% Y - b UOWOY 


| Ay) | Ce) | (2) | 


| ueew | (1b) | (or) | (6) | (es) | % | (9 | CS) 
|SOIO'ON | +19 [oge-122]Oz2-1Z|OL2-151/0S1-16] 06-19 | O9-1€ | O€-9) [SI-B] 2-1] = UonoW 


sAep) uoljoe JO} jeAJO}U| 


(eyeyeusey) SuO!}Oe JUSIOYIP pue SWO}JdWASsS jo JeSUO UdEMJAEq |PAIO}U| 


bL- 9iqel 


Fig 21: Interval between onset and each action by CS in 
Rural & Urban Karnataka 
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percentages of 50.0 and 33.0 for urban and rural CS respectively. It is 
significant that one third of rural CS and half of urban CS took third action 
after 360 days. Upto 150 days from onset of symptoms, only 27.5% of 
urban CS had taken third action compared to 46.1% of rural CS. These 
indicate that there was lot of delay by urban CS for taking third action — 


much more than for second action. 


5.7 +Health facilities contacted 


5.7.1 


5.7.2 


9.7.3 


Health facilities contacted for first action : The vast majority of rural 
and urban CS (62.5% and 70.3% respectively) had taken the first action 
by contacting PMP (Table 72 and Fig.22). Popularity of PHC among rural 
CS was quite low, only 22.7% contacting it. GH was contacted by 11.1% 
of rural CS and 213% of urban CS. Three urban CS contacted sanatorium 
even for first action. 


Health facilities contacted for second action : Table 72 and Fig.22 
show that frequency of contacts to different HFs for second action did not 
differ between rural and urban CS. The only exception was a higher 
proportion of urban CS contacting sanatorium (11.9%) compared to rural 
CS (5.8%). PMP was still the most popular (overall 59.3%) and only 7.4% 
contacted PHC (10.1% by rural CS). GH was more popular with 17.5% 
contacting it. NGH was contacted by 6.6% and sanatorium by 7.6%. Two 
each of rural and urban CS visited DTC for second action. 


Health facilities contacted for third action : Even for third action 44.2% 
contacted PMP (46.0% rural and 40.0% urban) and 15.9% of rural CS 
contacted PHC (more than for second action ) (Table 72 and Fig.22). GH 
was contacted by more urban CS (25.0%) than by rural CS (11.1%). NGH 
had become popular with 11.5% contacting it. So also sanatorium which 
attracted 22.5% urban CS and 14.3% rural CS. Yet, the number of CS 
contacting these HFs was quite small. Only one rural CS consulted DTC 


for third action. 
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Fig 22 : Health facility contacted by CS for various actions in 
Rural & Urban Karnataka 


O Urban 


Percentage 


Action - 1 


PMP PHC GH NGH DTC Sanatorium 


Health Facility visited 


5.7.4 Factors influencing contacts with HFs : 


(a) 


(b) 


Single contacts with HFs : Among urban CS, percentage 
making single contacts with HFs decreased steadily with 
increase in the highest education level in HH from 61.3 to 35.6 
(Fig.23). This was mainly due to decrease in contacts with GH from 
22.1% to 5.1%. This percentage was higher among SC/ST (47.3%) 
compared to BCs (33.9). Sex, age, type of family, size of family 


and occupation did not influence this behaviour. 


Multiple contacts with HFs : Percentage making multiple 
contacts with HFs steadily increased with increase in highest 
education level in HH from 6.5 to 20.3, among urban CS 
(Fig.23). This was mainly due to contacts with PMP because the 
number of CS making multiple contacts with other HFs was very 
small. This percentage for contacts with PMP was lower among 
females (11.3) compared to males (18.3). Among rural CS, 
percentage making contacts with all HFs together was highest for 
age group 15-34 (42.5) and lowest for 35-54 (16.5) with 55+ age 
group in between (29.3). Pattern was the same for contacts with 
PMP and PHC, but differences were smaller for the latter. 
Percentage making multiple contacts with PMP was lower in 
smaller families with 1-6 persons (17.3) compared to those in large 
families with 7 or more persons (23.3). It was lower for CS in 
nuclear families (14.9) compared to those in joint families (22.1). 
Percentage making multiple contacts with all HFs together was also 
lower in nuclear families 21.6 compared to joint families (28.7). This 
percentage was higher among SC/ST (36.6) compared to BCs 
(19.3). Pattern was the same for multiple contacts with (PMP) or 
PHC. Type of occupation did not make any difference. 
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Fig 23 : Influence of Highest Education Level in HH on contacts with HFs by 
CS in Rural and Urban Karnataka 
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Multiple contacts with GHFs and SHFs : Among urban CS, 
percentage making multiple contacts with GHFs and SHFs 
increased steadily with increase in the highest education level 
in HH (from 32.3 to 44.1) (Fig.23). Among rural CS, this percentage 
was 33.3 for illiterates and SSC+ but was higher for below SSC 
(42.7). It was 37.6 among females and 30.3 among males. Among 
both rural and urban CS, this percentage was smaller in nuclear 
families (26.4) compared to joint families (34.7), among urban CS. 
Differences between groups according to age, family size and 


occupation were either small or negligible. 


Contacting GHFs only : Among rural and urban CS, 
percentage contacting GHFs only (single or multiple contacts) 
steadily increased with age, the range for overall percentage 
being from 79.6 to 92.9). Among rural CS, this percentage 
increased steadily with increase in the highest education level 
in HH from 80.0 to 95.7 (Fig.23). It was 90.1 among SC/ST 
compared to 83.5 among BCs and 85.8 in family size 1-6 as 
against 91.1 in families of size 7+. Among urban CS, this 
percentage was higher in smaller families (88.8) compared to larger 
families (77.2). It was 88.7 among females and 81.7 among males. 
Difference between groups formed according to type of family and 
occupation were small or negligible. 


Contacting SHFs : Among rural CS, percentage contacting 
SHFs (mostly in combination with GHFs) decreased steadily 
with increase in the highest education level in HH from 20.0 to 
4.3 (Fig.23). There was a similar decrease in this percentage 
from 20.0 to 4.3 with increase in age among rural CS and from 
21.2 to 6.1 among urban CS but the difference between age 
groups 15-34 and 35-54 was small. Among urban CS, this 


percentage was less in smaller families (11.2) compared to larger 
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9.8 


5.9 


families (22.8) and for housewives (12.2) compared to employed 
(20.7). There were no differences with regard to type of family, sex 


and religion and caste. 


Distance travelled for each action 


5.8.1 


5.8.2. 


5.8.3 


Distance travelled for first action : Table 73 shows that rural CS had to 
travel longer distances. Percentage travelling less than 1 km was 23.3 for 
rural CS and 29.0 for urban CS (Fig.24). The difference was even more for 
those travelling 1-5 km (42.8 rural and 66.5 urban). Overall about 75% had 
travelled upto 5 km. This was due to the vast majority using PMP. Only 
3.4% of CS travelled more than 40 km. 


Distance travelled for second action : Both rural and urban CS had 
travelled longer distances for second action, the mean distance being 20.7 
km for rural CS and 15.1 km for urban CS (Table 73). Those travelling 6- 
40 km was more among tural CS (Fig.24). While 32.4% of rural CS and 
58.3% of urban CS had travelled upto 5 km only, 17.2% and 19.1% 


respectively travelled more than 40 km for second action. 


Distance travelled for third action : The average distance travelled 
increased for third action (26.7 km for rural and 19.0 km for urban CS) 
(Table 73). Those travelling less than 1 km and 1-5 km were less among 
rural CS compared to urban CS (Fig.24). Overall, 42.4% travelled upto 5 
km and 27.9% more than 40 km. | 


Symptoms present at each action 


5.9.1 


Symptoms present at first action : The most common symptom was 
cough and one more symptom (40.0%) (Table 74). This was followed by 
cough alone (27.2%). While the former symptom was more among rural 
CS (41.7%) as against 36.1% for urban CS, the latter symptom was less 
among rural CS (25.0%) compared to urban CS (32.3%). Cough and two 
more symptoms came next in frequency (17.1% overall). Those with 


haemoptysis formed 8.1% only. 
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Fig 24: Distance travelled by CS for each action in Rural and Urban Karnataka 
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5.9.2 Symptoms present at second action : Table 74 (Cols 9-11) shows that 


the pattern for second action was similar with cough and one more 


symptom being most common (27.4%) among urban CS followed by 
cough alone (21.4%) and cough and two more symptoms (14.3%). Among 
rural CS also cough and one more symptom was most popular (31.7%) 
but was followed by cough and two more symptoms (21.6%) and cough 


alone (18.7%). 


5.9.3 Symptoms present at third action : Among rural CS, for third action also 
cough and one more symptom was most common (31.7%) followed by 
cough alone (17.5%) and cough and two more symptoms (14.3%) (Table 
74). Among urban CS, cough alone and cough and one more symptom 
were equally frequent (17.5%). Thus, there were only minor changes in 
the type of symptoms present at the time of the three actions, except for 
cough with haemoptysis which increased steadily from 8.1% at first action 
to 13.8% at second action and to 20.1% at third action. The increase was 
steeper among urban CS (from 7.7% to 30.0%) compared to rural CS 
(from 8.3% to 15.9%). 


5.10 Reason for choosing HF for each action 
5.10.1 Reason for choosing HF for first action : Vast majority (62.8%) of CS 
choose the HF because of convenience (64.2% rural and 59.7% urban) 
(Table 75 and Fig.25). While advice by family and friends had higher 
frequency among rural CS, (22.3%) compared to urban CS (16.2%), 
expectation of better service had less frequency among rural CS (19.3%) 


as against 24.0% among urban CS. 


5.10.2 Reason for choosing HF for second action : The most striking is that 
only 13.3% of CS had made their choice because of convenience (a 
steep fall from 64.2% for first action) (Table 75 and Fig.25). 
Expectation of better service had increased to 43.9% (from 16.7% for 
first action), advice of family and friends 34.0% (from 20.5% for first 
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action and referred by doctor to 8.9% (from nil for first action). Rural-urban 


differences were small. 


5.10.3 Reason for choice of HF for third action: While convenience was 
equally frequent, expectation of better service became less frequent 
(30.8% compared to 43.9% for second action) (Table 75 and Fig.25). 
This reduction was observed among both rural and urban CS and 
probably indicates frustration or disillusionment about looking for 
better service. Consequently, advice of family and friends became the 
most common reason (41.7%) and showed an increase from 34.0% for 
second action. There was also a slight increase in those who choose the 
HF because of being referred by doctor (from 8.9% to 13.8%). It is 
significant that the choice of even the third action was not guided by 
advice of doctor despite the repeated visits to him without any 


improvement. 


5.11 Diagnostic Examinations 

5.11.1Sputum Examination : Overall sputum, examination was ordered for only 
23.1% of actions by CS. This percentage increased steadily from 12.3 for 
first action to 23.2 for second action and to 35.8 for third action. This trend 
was found for both rural and urban CS (Table 76). For each action, this 
percentage was higher for urban CS compared to rural CS. For all actions 
together, a larger percentage was ordered sputum examination for urban 
CS (28.8) compared to 20.6 for rural CS. Percentage of actions during 
which sputum was ordered was highest for DTC and sanatorium (mainly 
the latter) (93.3) followed by GH (41.3), NGH (34.2) and PMP (14.2). 
Rural-urban differences in this regard were either small or negligible. The 
most striking finding is that PHC, which was expected to order 
sputum examination for all CS, ordered sputum examination for only 
1.3% of the actions taken by CS. Only for 64.4% of examinations results 
were told to CS. Positivity rate was 33.7% out of those examined and 
52.3% out of results told. Both positivity rates were higher for urban CS 
compared to rural CS. 
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TABLE-76 


Details of sputum and X-Ray examination of CS in 
Rural and Urban Karnataka 


Examination |__ Sputum _| X-R 
during/by | Rural | Urban Both rural & urban* | Both rural & urban* 
kw a a Le Oe a ee ee 


1. % Ordered of L 4 J 31.9 
During 


Action 1 
Action 2 
Action 3 


By: 


PMP 

PHC 

GH 

NGH 

DTC } 
Sanatorium} 


. Result told 
of examined 


. % positive of 
examined 


. % positive of 
result told 


* weighted average 


5.11.2 X-ray Examination : Percentage of actions of CS for which X-ray 
examination was ordered was higher for urban CS (31.9) compared to 
rural CS (22.7) (Table 76). This percentage steadily increased for 
different actions from 22.6 to 52.5 among urban CS. Among rural CS, this 
percentage increased from 10.6 for first action to 35.3 for second action 
but decreased to 30.2 for third action. It was highest for contacts with DTC 
and sanatorium (mainly the latter) (98.9) followed by NGH (50.3), GH 
(44.4) and PMP (15.8). Rural-urban difference was observed only for 
contacts with NGH-52.4 (rural) and 45.5 (urban). For only 62.5% of 
examinations results were told to CS. Positivity rate was 35.1% out of 
those examined and 56.0% out of results told. Both positivity rates were 


higher for urban CS compared to rural CS. 


5.12 TB Cases Diagnosed 

5.12.1 TB Cases among CS : In all, 60 CS have been told that they were 
suffering from TB, 26 among rural CS and 34 among urban CS. This gives 
a case yield of 12.0% out of rural CS taking action and 22.7% of actions 
by urban CS (overall 16.4%). Though higher case yield among urban CS 
was due to higher case yields from both urban females and males, the 
difference was more for males. The relevant figures were : 14.1% (rural) 
and 20.0% (urban) for females and 10.7% (rural) and 24.4% (urban) for 
males. 


5.12.2 How and when diagnosed : Out of the 60 TB cases, 60% were 
diagnosed by PMP, 21.7% by sanatorium, 10.7% by GH and 5% by NGH. 
None was diagnosed by DTC. Overall (for Karnataka), 46.7% were 
diagnosed during first action followed by 36.7% during second action, 
11.7% during third action and 5.0% during subsequent actions and 
showed a decreasing trend. The pattern differed between rural and urban 
CS. Among rural CS, the highest proportion (50.0%) were diagnosed 
during second action followed by 34.6% during first action and 7.7% each 
during third and subsequent actions. Among urban CS, highest proportion 
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was diagnosed during first action (55.9%) followed by 26.5% during 
second action, 14.7% during third action and 2.7% during subsequent 
actions. It is significant that 84.6% of rural TB cases and 82.6% of urban 
TB cases were diagnosed during one or two actions (overall 83.4%). 
About one third of rural and urban TB cases were diagnosed within 15 
days from onset of symptoms. About one-ninth of rural TB cases one-fifth 
of urban TB cases were diagnosed within 16-30 days of onset. Within 90 
days, about 66% of rural and urban TB cases were diagnosed. 
Diagnosis after 210 days was made for 15.4% of rural and 20.6% of urban 
TB cases. Even later diagnosis (i.e. after 360 days) was made for 7.7% 
(rural) and 14.7% (urban) TB cases. 


5.13 Cost 
5.13.1 Direct, indirect and total cost : Table 77 shows that direct cost of 
Rs.200-599 was most common (27.2%) followed by Rs.600-999 and 
Rs.1,000-2,999 (20% each). About 60% had not incurred any indirect cost 
(62.0% rural and 56.8% urban). Incurring Rs.200-599 came next with as 
low a figure as 11.3% (12.5% rural and 8.4% urban). Total cost had 
maximum frequency in cost range of Rs.200-599 (24.0%) followed by 
Rs.1,000-1,999 (22.7%), Rs.600-999 (18.0%) and 2,000-3,999 (12.3%). 
Average for direct, indirect and total costs were all higher among urban 
CS compared to rural CS. Relevant figures were : Rs.1,454 and Rs.1,060 
respectively for direct cost , Rs.611 and Rs.369 respectively for indirect 


cost and Rs.1,940 and Rs.1,309 respectively for total cost. 


5.13.2 Factors influencing total cost :Average cost decreased steadily with 
age from Rs.1,375 to Rs.686 among rural CS and from Rs.1,500 to 
Rs.800 among urban CS, eventhough percentage spending Rs.1-199 
increased with age among both rural and urban CS and those spending 
Rs 200-599 increased with age among rural CS. Average cost was higher 
for rural and urban CS living in nuclear families compared to joint families. 


The relevant figures were Rs.962 and 747 respectively for rural CS and 
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Rs.1,560 and Rs.700 respectively for urban CS. This was due to higher 
percentage of CS in nuclear families spending Rs.1,000 — 2,999 and 
Rs.3,000 + and despite percentage of CS spending Rs.1-199 and 200-599 
being lower in nuclear families. Average cost was higher for urban CS in 
families with one earning member (Rs.1,462) compared to those in 
families with two or 3+ earning members (Rs.1,000 and Rs.1,143 
respectively). Percentage spending Rs.1-199 among urban CS increased 
with number of earning members from 1.9 to 15.9 and for those spending 
Rs.200-599 it decreased from 36.5% to 25.4%. With increase in highest 
education level in HH, a decreasing trend was observed in percentage of 
urban CS spending Rs.1-199 (from 16.1 to 6.8), Rs.200-599 (from 35.5 to 
27.1) and Rs.600-999 (from 16.1 to 3.4) and an increasing trend for those 
spending Rs.1,000-2,999 (from 22.6 to 40.7). Among rural CS, percentage 
spending Rs.1,000-2,999 was lower among unemployed and students 
(23.4) compared to housewives (30.8) and employed (32.5). Among urban 
CS, those spending Rs.1-199 was higher for unemployed and students 
(18.5) compared to housewives (7.8) and employed (6.9). Among rural 
CS, percentage spending Rs.1-199 and Rs.200-599 decreased steadily 
with increase in duration of cough, the former from 34.5 to 6.9 (but for an 
increase in 53+ weeks) and the latter from 34.5 to 8.9. On the other hand, 
those spending Rs.1,000-2,999 showed an increasing trend from 10.3% to 
39.2%. Among urban CS also, those spending Rs.1-199 and Rs.200-599 
showed a decreasing rend, the former from 21.9% to 4.7% and the latter 
from 53.1% to 20.3% and those spending Rs.3,000+ showed an 
increasing trend from 6.2% to 29.7%. A similar trend was observed for 
those spending Rs.1,000-2,999 from 9.4% to 48.3% but for a decrease in 
the last duration of 53+ weeks to 37.5%. Percentage of rural CS spending 
Rs.1-199 was highest for SC/ST (21.1) and least for Other Hindus (4.3) 
with BCs in between (16.5). Those spending Rs.1,000-2,999 was highest 
for Other Hindus (52.2%) and least for BCs (25.7%) with SC/ST in 
between (28.6). While those spending Rs.1,000-2,999 were lower for 
SC/ST (21.8%) compared to BCs (35.7%) and Other Hindus (33.3%), 
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those spending Rs.3,000+ was more Other Hindus (40.0%) compared to 


SC/ST (20.0%) and BCs (19.6%). 


5.13.3 Cost under different cost heads : Table 78 gives the average values for 
direct, indirect and total cost as well as average cost for different cost 
heads under direct and indirect costs for each action and for all actions 
together. The averages for direct cost in all columns of the table form 
about 68% to 81% of the averages for total cost showing that direct cost 
was the major component of total cost. For all actions together, the 
average total cost as well as average direct cost were higher in urban 
areas. This was consistently higher for urban CS for direct cost for each 
action and for total cost for first and second actions. The major component 
of direct cost was cost of medicines (overall average for cost of medicines 
being Rs.844 out of the average direct cost of Rs.1,182) (Fig.26). Next 
came consultation cost with overall average of Rs.130 followed by travel 
cost with overall average of Rs.118. Average cost for other cost heads 
were much less. While overall average cost for medicines (Rs.1,106) and 
consultations (Rs.148) were higher for urban CS compared to rural CS 
with overall average cost of Rs.732 and Rs.123 respectively, overall 
average cost of travel was less for urban CS (Rs.80) compared to that for 
rural CS (Rs.135). Among components for indirect cost, average cost of 
wages lost was consistently higher than average cost for substitution of 
labour for all actions by rural and urban CS except for third action by rural 
CS. 
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Chapter 6 
DISCUSSIONS 


6.1 


CHAPTER 6 
COMPARISON WITH OTHER STUDIES AND DISCUSSION 
ari i her 


6.1.1 A basic problem affecting comparability: Chest symptomatics (CS) 
have a “mixed bag” of symptoms, some of which may be due to more than 
one disease. Only about 10% of CS attending health facilities (HFs) are 
expected to be suffering from TB. This percentage may be even lower 
among CS_ in the community. Thus, vast majority of CS have 
symptoms due to other diseases, at least some of these being 
amenable for relief or cure by general (non-TB) treatment. With 
increase in the percentage of CS seeking relief from HFs, either 
because of more HFs (government and private, particularly the latter) 
becoming more easily accessible or because of increase in health 
consciousness, there will be some reduction in the number of CS in 
the community. This will result in regional variations in prevalence 
rate of CS. If some of the CS are suffering from diseases with seasonal 
variations, there could be seasonal variations in prevalence rate of CS 
also. If some of the CS are suffering from diseases which can have 
“epidemic” spurts, prevalence rates of CS also can have spurts. In 
comparing prevalence rates from different studies, the above factors/ 
problems have to be kept in mind. However, action taking pattern may not 
be affected so much by the “mixed bag” nature of CS except probably by 
those due to epidemic spurts. This is particularly so in areas where vast 
majority of CS take prompt action in any case because of more easy 


access of HFs and / or increase in health consciousness. 


6.1.2 Other problems (self-made) affecting comparability: A serious 
problem which affects comparability is the lack of uniformity in the 
definition of CS. This is partly due to change of definition under NTP 


from duration of two weeks or more to three weeks or more (the latter 
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duration being a requirement made by the sponsoring agency for the 
present study). Some studies have taken duration of one week and 
some others all durations together. There is no way of overcoming this 
problem now. Another problem is the choice of denominator for calculation 
of prevalence rates. Some studies have taken population of age 15 or 
more because CS belonging to age 15 or more forms the numerator 
for the calculation. In the present study, population of all ages has been 
used as the denominator because for calculation of prevalence rate for all 
symptoms/ symptoms other than cough both numerator and denominator 
have to be population of all ages. However, this problem could be 
overcome by calculating revised prevalence rates using the data on 
population for all ages wherever it is given in the published paper. Yet 
another problem which could affect comparability is the type of 
investigator used for collecting data. Different studies undertaken have 
utilised social investigators, Health Workers, medico-social workers, 
young graduates/post-graduates (as in the present study), student 
volunteers, dais, and volunteers from village, all of them either trained and 
doing similar work or specially trained for the purpose for a short duration. 
Despite this wide variation, it is likely that the results will not be affected 
much because, unlike silent symptoms, prolonged cough will be daily 
and repeatedly noticed with concern by members of the family and 
even neighbours. This makes it easy for any investigator of any type 
to identify any one with cough even by proxy interviews. One more 
problem which can affect comparability is the recall period used in 
the studies, which has varied from one month to one year. For the reason 
stated above, recall of cough may not pose much problem except for two 
aspects. Since cough can often persist for long periods, the number 
having cough during a longer recall period may become more due to the 
cumulative inclusion of episodes which started earlier. Secondly, for 
longer recall periods, the actual period for which information is provided by 
interview may be somewhat more or less than the stipulated period. For 


instance, a recall period of one year may in actual fact also include 10 or 


175 


arntee 


Be) a 


alien 
> 


11 months and 13 or 14 months but for a recall period of one month the 


actual period may not extend much on either side. 


6.1.3 Prevalence of sickness: Prevalence rates for all symptoms and for CS 
for a number of studies reported are presented in Table 79. The Table 
shows that prevalence of all symptoms (which is even a bigger mixed 
bag) varied from 9.5% to 38.0% with that from the present study 
having a central position. Prevalence rate for CS (as per the definitions 
used) in population of all ages varied from 1.0% to 14.5%, with the rate 


from the present study occupying a lower position. 


6.1.4 Action taken for relief of symptoms: Studies to ascertain action taking 
pattern of sick persons (SPs) have been fewer in number. Some of them 
and their main findings are listed in Table 80. While some studies had 
collected information about the general pattern of action by households 
(HHs) when some one falls sick, others have collected more specific 
information about what the SPs have done when they fell sick or both (as 
in the present study). Evidently, there was no uniform pattern for such 
studies also. Percentage of symptomatics who did not take action 
varied from 2.6 to 50.1 for OS and from 14.0 to 52.3 for CS. This 
percentage was generally much higher in the earlier studies 
compared to recent studies. This was due to the steep increase in 


the use of private HFs, from 11% to more than 60% in recent studies. 


6.1.5 Diagnostic tests: Studies which provide information on the diagnostic 
tests carried out by HFs when CS consults them are very few. The 
present study shows that PMPs have ordered sputum examination only 
during 15% of the consultations made by CS and during a negligible 
percentage of contacts made with PHC. One study 21 has shown that 
for only 4.2% of 8,987 CS who contacted two PHCs sputum was 
collected. Out of six PHCs studied, three did not even give any 
information on OPD attendance and sputum collected and the other gave 


information only about number of sputa collected. 
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Table 79 


Comparison of prevalence rates from different studies 


Year of Recall Prevalence rate (%) for 
Study Study R/U | Population | Period 
a 
matics CS 


Present 6 months 1.4 — Du(21+), Age (all) 
Study 
1.0 —do - - do - 
Reference 
No. 
6 1997 R 1,104 4.2 - Du (all) - do - 
7 1992-97 R 26,413 2.3*- Du(7+) —do-, 3.6-Du(7+), Age(15+) 
8 1992-93 R 9,383 3.6* -do-, -do-, 5.9 -do-, -do- 
9. 1991-92 |R 22,250 2.9* -do-, -do-, 5.9 -do-, -do- 
10. 1989-92 R 18,320 1.5* -Du (all) -do-, 2.3 Du(all), -do- 
U 50,000 3.1* -do-, -do-, 4.5 -do-, -do- 

. & o R 18,799 4 month 1.2* -do-, -do- 
12. R 18,395 5.8 — Du(14+), Age (15+) 

Age (15+) 

17,409 5.5 —do- 

Age (15+) 
13. 40,657 5.2* -Du(all), Age (all), 9.3 -do-, -do- 
14. 56,293 2 months 13.8* -do-, -do-, 17.7, -do-, -do- 


15 
16 1.3, -do-, -Age, (5+) Loverall 1.9 
2.2, -do-, -do- 
17 2 months | 24.8 11.1 -Du(7+), Age(all); 15.9 -Du(7+), ado- 
18 9.5 3.5* -Du(all), Age (15+) 
19 6.8" -Du(7+), Age (15+ 


R- Rural; U-Urban; PU-Peri-urban; CS-Chest symptomatics; DU-Duration in days; Age(all) —Population of all 
ages ; Age (15+)-Population of age 15 or more; Soc. In-social Investigator; 
HW-Health Worker; * -Calculated from data in the published paper; @ - year of publication of paper 


487,654 
199,747 


22.957 
6,705 


21,316 


Table 80 


Action taking pattern from different studies 


% Consulting 


Year of | R/U | Populati | Recall No action Private Govt. HFs 
Study on Period (%) 


Present 20,209 6 months | 14.6 for CS 
Study 
4.4 for OS 


20,760 6 months | 15.3 for CS 
2.6 for OS 
Reference 
No 


6 1,104 61.9 


20 18,000 86 (both 


together) 
11 18,799 ; 37.1 


12 18,395 |1month | 62 54 
17,409 51 46 
9,286 1 month | 38.4 (of 36.4 (of 37.6 (of 


SPs) SPs) 
76 (ofHHs) 


52.3 for CS ‘ 22.2 
50.1 for OS " 21.9 


R-Rural; U-Urban; HF-Health facility; CS-Chest sympramatics; OS-Other 
symptamatics 
SPs-Sick persons; * - Year of publication 


6.1.6 Other aspects covered: The present study has covered many other 
aspects which give an exhaustive picture of behaviour pattern of CS and 
other symptomatics for comparison. Of particular interest and importance 
is a study of factors which may influence prevalence rates for CS and 
other symptoms, number of actions taken by CS, type of HFs consulted 
(at primary, secondary and both levels) along with the number of contacts 
made with each and cost incurred by the CS. Such a coverage of 
various aspects of behaviour pattern of symptomatics has not been 
attempted by other studies except for factors which may influence 
prevalence of symptomatics which was studied in great detail on a very 
large population '® and to some extent in a pilot study®. In the present 
study, detailed information became available for reportedly diagnosed TB 
(those CS who were told by HF contacted that they were suffering from 
TB) and self-suspected TB cases. Since the main thrust of the present 
study was on behaviour pattern of CS these have not been analyzed in 
detail. 


6.2 Discussion 


6.2.1 General Objectives of the study: The present study has been quite 
successful in meeting its general objective of collecting detailed 
information on the behaviour pattern of CS in rural and urban 
populations. It has also provided information on the behaviour pattern of 
other symptomatics to provide a background for understanding the 
behaviour of CS. Eventhough study of prevalence of CS and OS was not 
an objective of the study, detailed information including factors which have 
an influence on prevalence has been collected and provided. Also added 
is information on prevalence rates for reportedly diagnosed and self- 
suspected TB cases in the community. All these could help to understand 


better the size, nature and other aspects of symptom prevalence. 
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6.2.2 Special objectives of the study: The study has provided lot of information 


6.2.3 


on which providers the CS seek, how early and how often (the first specific 
objective of the study). Detailed information has also been given about 
costs incurred by CS for services and its break-up into direct and indirect 
costs as well as under different cost heads. Direct cost is the major 
component of total cost. Among its components the outstanding 
major component is cost of medicines which is way ahead of the 
other components. Cost of consultation was a poor second and cost 
of travel a poorer third. Cost of diagnostic tests was negligible. This is 
not surprising because most of the health facilities contacted by CS did 
not order sputum or x-ray examination. The question of duplication of 
investigations (one of the specific objectives of the study) hardly arose. 
Most of the CS were not satisfied with the services received because 
these mostly provided only partial relief of their suffering. Thus, their 
perception of the benefits of the services provided (an objective of the 
study) was very bleak. For the same reason, they had availed of 
multiple provider services with the hope of getting complete relief 
from their suffering. Despite going from door to door, many of them 
did not get adequate relief. Neither did they get any advice by way of 
referral to proper services. These had led to confusion in their minds 
and disillusion. They were hardly in a position to give any suggestions 
for improvement. A more common suggestion was the need to provide 
free services of better quality. This study has investigated the extent to 


which some factors influence not only the pattern of behaviour of CS 


| (another objective of the study) but also how they have influenced the cost 


incurred. 


Predominance of PMP: One of the important findings of the study is 
the confirmation of the increased predominance of PMP in the health 
services of today. But a new aspect which has become clear now is that 
most CS who had contacted PMP for their first action did not 


contact another type of HF despite not getting relief from their 
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6.2.4 


suffering. A large percentage of them had contacted PMP for even their 


second and third actions (may be another PMP) which indicates confusion 
in their mind and lack of proper medical advice of referral during earlier 
actions. This has serious implications for the TB programme as will 


become even more clear when other aspects of this problem are 


considered. 


Contribution of PHC - a paradox : Mysore district was selected as 
representative of districts which were comparatively the best with regard 
to availability of government HFs and Raichur district as representative of 
districts which were comparatively the worst (with regard to availability of) 
Government HFs. PHC is the most important component of government 
HFs with regard to primary health care. One could, therefore, expect that 
services at primary level will be better and more popular in Mysore district. 
But percentage of CS contacting primary level HFs only was 49 in 
Mysore compared to 55 in Raichur. Those contacting PHC only were 
11.4% and 6.9% respectively. Contribution of PHC (either alone or in 
combination with other HFs) to the services availed of by CS was 
only 25% eventhough, as could be expected, it was better than in 
Raichur district. For first action, for which convenience was the most 
common reason for choice, only 25% contacted PHC, though it was 
negligible in Raichur district which had the reputation of having one of the 
worst government health services with regard to availability. This was So, 
most probably, because 50% of Raichur CS has to travel only less than 1 
km for first action as against 8% by Mysore CS. Further, 60% of the 
reportedly diagnosed TB cases were diagnosed in Raichur district during 
first action compared to only 37% in Mysore district. About 40% of such 
cases were diagnosed within 15 days from the onset of symptom in 
Raichur compared to about 30% in Mysore district. Thus, contrary to 
expectation, with the comparatively best government HFs (with regard 
to availability), more of Mysore CS had to travel longer distances to 


get fewer cases diagnosed and that too after longer intervals from 
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6.2.5 


onset of symptoms. This could lead to a paradoxical conclusion that 
having better availability of government HFs is a_ serious 
disadvantage for the CS. Where availability of government health 
services are poorer, PMPs have come to fill the vacuum with the net result 


that CS have benefitted (may be other symptomatics also). 


Influence of some factors: Influence of sex, age, type of family, family 
size, religion and caste, occupation and highest education level in HH on 
(a) prevalence rate, (b) number of actions taken, (c) HFs contacted and 
(d) total cost incurred were studied. Increasing or decreasing trends or 
substantial differences were observed, particularly for different age 
and education groups. But, these did not show uniform patterns. 
For example, while an increasing/decreasing trend was shown in Mysore / 
Raichur, it was not so in the other district. Similarly, in some instances, 
trends were observed in rural or urban area but not in both. This mixed 
or non-uniform patterns may indicate that these factors by 
themselves may not influence much but do so in the presence of 
some other factors. The number of CS in rural/urban areas in each 
district were not large enough to provide adequate number in the sub- 
groups which reflect the above factors. It may be worthwhile to study 
these in larger population of CS so that these factors also could be 
cross-classified to provide a more reliable picture of their influence 


and interactions. 
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Chapter 7 
- CONCLUSIONS & 
RECOMMENDATIONS 


7.1 


CHAPTER 7 


CONCLUSIONS AND RECOMMENDATIONS 


ren involvemen PMP i r 
It is well known that the major burden of providing curative health services in 
India is borne by private medical practitioners (PMPs). The present study has 
not only confirmed this but also shown that the contribution of PMP (either 
alone or in combination with other HFs) to the services provided to CS 
could be as high as 67% (71% in Raichur district and 65% in Mysore district). 
Among the reportedly diagnosed cases, 60% were diagnosed by PMP. But, 
the crux of the problem is reliability of diagnosis and efficacy of treatment 
by PMP. Since only for 23% and 26% respectively of actions taken by CS, 
sputum and x-ray examinations were ordered, it is likely that PMPs had 
resorted mostly to clinical diagnosis. Nearly 50% had been diagnosed during 
the first action and 83% during first and second actions. Further, 35% were 
diagnosed within 15 days from the onset of symptoms and 52% within 30 days. 
These two together further questions the quality of diagnosis. This study could 
not throw any light on the efficacy of treatment provided by PMP. None of the 
CS had check up examination during or after treatment. But the fact that hardly 
any CS had stated that they were cured indicates that even a temporary benefit 
(not cure) which could be provided by good treatment of short duration could not 
be achieved. Another significant observation is that only 14% of CS had stated 
that their choice of even third action was because of referral by doctor. Evidently, 
PMPs do not refer CS to specialized HFs like DTC and sanatorium even 
after CS approach them repeatedly without relief of their symptoms. In view 
of the above, the line of action for improvement of the TB programme is very 
clear. Since an overwhelming majority of CS contact PMP and that too quite 
early, it is essential to involve them properly and completely to strengthen 
the programme. The quality of diagnosis and treatment provided by them 
have to be improved with stress on sputum examination for the former and 
emphasis on regular actual consumption of the proper drug regimen for 
the required period for the latter. They should be made fully and 
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continuously aware that (a) over diagnosis which leads to unnecessary 
suffering and agony due to social trauma and to supressing or delaying the 
actual treatment required to counter the real disease he is suffering from 
and (b) improper anti-TB treatment which does not help in complete cure 
and which can lead to development of resistance, are both social crimes. 
No doubt, some attempts have been made or considered to involve PMPs in the 
programme. There is an urgent need to set up a Task Force to review the 
action taken so far, assess their strengths and weaknesses and suggest 
suitable steps to have effective and continuous involvement of good 
quality by PMP. This Task Force should comprise of medical and non-medical 
experts from government and voluntary organisations with adequate field 


experience. 


Relevance of PHC 
PHC is the main pillar for all health programmes including TB programme, 


which can lead to control of TB. It is important that CS first contact them 
soon after the onset of symptoms so that their sputa can be examined and 
anti-TB treatment started, if necessary. But only 16% of CS contacted PHC for 
their first action, 7.4% for second action and 11.1% for third action. In one study" 
carried out in 1989-90, the first contact for 56% HHs was government institutions 
(most of which were most probably PHCs). If this represents the contribution of 
PHC to the services provided about 10 years back, it is evident that there has 
been a substantial reduction in the contribution of PHC. An analysis of 
reported figures** shows that there was 40% reduction in sputum 
examinations by peripheral health institutions (mainly PHCs) in Mysore 
district (one of the best districts with regard to availability of government HFs) 
during the period from 1989-90 to 1994-96. Even in Raichur which was 
considered to be a district with a poor provider system, there was a further 
deterioration of 15% during the same period. These also indicate that the 
contribution of PHC was reduced (that too substantially in one of the best 
districts). Among repeatedly diagnosed TB cases, only 3% were diagnosed 


by PHC. Reasons for this poor and yet decreasing contribution of PHC to 
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services provided have to be ascertained and effective steps taken to 
rectify the situation as soon as possible. Two points are relevant in this 
connection. One is that the only suggestion for improvement given by some CS 
was the need to provide free service of good quality. PHC doctors themselves | 
and the symptomatics and local leaders have told the field team of the present 
study that the facilities available at PHC were thoroughly inadequate. The 
symptomatics had also told that since they have to pay in any case, they 
preferred to contact PMP which was more convenient than PHC because of 
saving in time and travel cost. In the present study, CS contacting PHC had 
reported that they had incurred cost for services rendered by PHC. The myth of 
free service at PHC is perhaps’ well known to all but bypassed in 
discussions regarding improvement of services. The fact is that relevance 
of PHC is very doubtful. Thus the main pillar for a successful TB 
programme is becoming more and more irrelevant. It is high time that the 
relevance of PHC is closely studied with an open mind and a decision 
taken about restructuring it to make it more effective and thereby restoring 
its clear claim to be pillar of programme or build other structure to fill the 
need for a pillar (or pillars) for the programme. There is no point in closing our 


eyes and wishing away the problem. 


Failure of DTC 

This study has covered a population of 40,000 of which 20,000 each were from 
rural and urban areas. The contribution of DTC for providing services to CS 
was negligible even in urban areas. This was so despite the fact that two of 
the four towns from which the study population was selected had DTC 
there. Number x-rayed at DTC (which is close to or is the number of CS 
contacting DTC) decreased by 40% during the period from 1988-90 to 1994- 
96 according to the reported figures” for Mysore district and by 60% for 
Raichur district and show a steep fall in the number of CS contacting it. It is 
also significant that none of the 60 reportedly diagnosed cases in study were 
diagnosed at DTC, eventhough 10,000 of the study population with more than 
100 CS were living in five wards of the DTC town. This shows a serious 
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deterioration in the curative functions of DTC. Even more important 's its 


efficiency in performing the programme development and supervision functions in 


the entire district. The very low contribution of PHC in the services provided 
to CS is a sad reflection of the efficiency of DTC with regard to the above 
two very important functions for which DTC is solely responsible. An in 
depth study of NTP? in 1988 had observed that DTC is hardly carrying out its 
functions of programme development and supervision. This was mainly because 
the leader of the DTC team was only interested in clinical work and in any case 
could not function effectively due to lack of adequate support from the Chief 
Medical Officer of Health (CMOH) of the district and hierarchical conflict between 
CMOH and the District Tuberculosis Officer. To solve these problems, that study 
had recommended that the programme development and supervision 
functions of DTC may be handed over to a Deputy CMOH of the district who 
has both administrative jurisdiction and proper attitude to these two 
functions which have been his main functions with regard to other health 
programmes. There is an urgent need to reconsider this recommendation in 
the light of further deterioration in these two functions under the 
programme and the almost total failure of DTC in providing services to CS 


even in its own town and to take adequate steps to rectify the situation. 


Health education 

Among bacteriologically positive TB cases, 95% were aware of symptoms and 
about 50% had taken action’ ** The situation was the same among CS with 52% 
not taking action'’. These studies were conducted before 1983. In the present 


study and other recent studies®''”° 


percentage not taking action was much less 
(about 15%). In the present study, about 40% had taken action within 7 days and 
67% within 15 days. With this change in the situation, the need for health 
education of the CS is much less and such health education activities may not 
be cost-effective. But a new type of health education activity is required. When 
asked about the reason for choosing HF for taking action, none of the CS had 
stated that they were advised by local leaders, social workers or NGOs. 


Thus, these groups with local influence had not helped by advising CS 
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7.6 


about the proper type of action to be taken, even for subsequent actions. It is 
likely that they were also not contributing to the programme by advising TB 
patients in their areas about the need for regular and timely consumption of anti- 
TB drugs without any interruption for the prescribed period. May be, they 
themselves were not aware of these. Those who were aware may not have 
realised how they can help or were not motivated enough to do so. As stated 
earlier, most PMPs had not referred CS to the proper health facility. It is 
these groups that require health education now so that they can actively co- 
operate with the programme. A proper plan of action for this has to be 
developed and concerted efforts made to implement this plan as soon as 
possible. In doing so, there is a need to adopt a contextual approach 
which can take into account regional, social and cultural variations in the 


country. 


Voluntary efforts and community involvement 
Group discussions by the study team during field work has revealed that 


voluntary efforts and community involvement were conspicuous by their 
absence. Whatever activities are taking place for this purpose are probably 
confined to state level with minor extensions here and there. Voluntary efforts 
and community involvement at grass root level are crucial for the success of the 
TB programme, particularly the latter. This is an area where innovative ideas 
have to be encouraged, particularly those suggested by lower and middle 
levels who are better exposed to grass root level realities. A Task Force 
could be set up to start the necessary dialogues with these levels and to 
encourage them to come forward with their innovative ideas for pilot 
studies. Effective and feasible ideas so selected could be tested on a larger 
scale before its wider implementation in other areas, keeping contextuality in 


mind. 
Research 


So far, isolated studies have provided rather sketchy information about different 


aspects of the programme including behaviour aspects of CS and TB cases and 
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the type of interventions required. It need hardly be emphasized that more 


design of studies, and their execution are very 


important to provide valid comparisons. It is high time that the major 
d research, ICMR, Governments of 


uniformity in definitions, 


institutions carrying out programme oriente 
India and concerned states and WHO meet together to formulate guidelines etc., 


for more uniform conduct of research (refer para 6.1.2). Needless to say, more 
importance has to be given to the type of operations research which can 
help to make the TB programme more efficient and effective and also help 
to evolve the programme further, all these in a contextual manner. It has to 
be realized that in a vast country like India, national programmes have to be 
modified or replaced by a federation type programme which alone can fill the 
needs of regional, social and cultural groups, keeping the national goals in mind. 
Concerted co-operative efforts will be required to have this type of change 
in approach as well as for moving towards implementing solutions which 
take care of both regional and national needs. About 10 years ago, the in 
depth study of NTP2? had recommended that “regional institutions may be 
set up to carry out research, training, monitoring and evaluation in different 
parts of the country” and suggested an outline for such research. These 
and the reasons which — stood in the way of implementing this 
recommendation could be a starting point for meaningful discussions and 


for formulating a plan of action. 
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